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ABSTRACT 


Public  health  care  institutions  and  especially 
public  health  agencies  have  been  the  focus  of  concern 
and  consternation.  The  organizational  development  of 
the  Department  of  Health  Services  in  Maricopa  County, 
Arizona  is  described  in  which  the  Division  of  Public 
Health  assumed  broad  responsibilities  in  the  provision 
of  primary  care  services.  Both  the  organizational 
structure  and  the  management  system  developed  to  sup¬ 
port  it  have  allowed  the  Division  to  maintain  respon¬ 
siveness,  flexibility,  and  accountability  in  meeting 
its  multiple  functional  responsibilities. 
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I.  INTRODUCTION 

The  policy  statement  on  local  health  departments, 
issued  by  the  American  Public  Health  Association  in 
1963^-  outlined  a  wide  range  of  functions  for  local  health 
departments.  These  functions  encompassed  activities 
directed  towards  the  "promotion  of  personal  and  com¬ 
munity  health",  the  "maintenance  of  a  healthful  environ¬ 
ment"  and  "an  agressive  attack  on  disease  and  dis¬ 
ability." 

Whether  the  policy  statement  was  too  ambitious, 
too  vague,  or  too  late,  the  course  of  events  made  ful¬ 
fillment  of  these  functions  all  but  impossible.  The 
fragmentation  of  responsibility  which  removed  environ¬ 
mental  health  from  many  local  health  jurisdictions,  which 
established  financing  programs  for  medical  care  (Medicare 
and  Medicaid)  without  consideration  of  health  department 
capabilities,  which  removed  planning  responsibilities 
to  private  regional  health  systems  agencies  and  which 
allocated  increasing  Federal  funds  to  private  community 
health  centers  and  neighborhood  health  centers  was 
evidence  of  both  the  increasing  importance  of  these 
proposed  functions  of  local  health  departments  and  the 
pervasive  lack  of  confidence  in  the  ability  of  these 
agencies  to  effectively  carry  out  their  responsibilities. 


The  submersion  of  public  health  agencies  in  super  organi 
zations  with  broad  social  welfare  responsibilities  was 
a  different  response  to  the  same  lack  of  confidence. 

Dr.  Alfred  Frechette,  writing  in  the  New  England 

o 

Journal  of  Medicine  in  1963  ,  suggested  that  the  joining 
of  public  health  agencies  with  local  community  hospitals 
to  form  a  continuum  of  medical  services  was  an  effective 
strategy  to  increase  the  relevance  of  public  health 
through  the  "practical  implementation  of  concepts  that 
were  fashioned  from  technical  information  applied 
systematically  in  the  conquest  of  disease  on  a  broad  and 
far  ranging  front."  This  concept  of  the  broad  applica¬ 
tion  of  current  medical  technology  was  also  one  of  the 
main  purposes  of  Regional  Medical  Programs,  which,  with 
an  academic  base,  also  bypassed  the  public  health  sector 

"Is  there  a  Future  for  Local  Health  Departments?'0 
was  the  title  of  a  paper  by  Dr.  John  Hanlon  in  1973  in 
which  he  reiterated  the  confusion  and  concern  over  the 
role  of  these  agencies  and  urged  a  new  kind  of  organi¬ 
zational  response.  He  noted  that  "the  necessary  com¬ 
panion  to  reorganization  is  operational  integration." 

He  further  suggested  that  public  health  agencies  should 
allow  assuming  the  role  of  "community  health  conscience 
and  leader." 

Another  approach  to  operational  integration  was 
described  by  Alfred  Miller  in  1972^.  He  describes  a 
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pilot  project  in  New  York  City  to  create  a  system  of 
Ambulatory  Care  in  an  urban  area.  He  specifically  out¬ 
lines  six  steps  as  follows : 

1.  Start  with  existing  health  department, 
hospital,  and  other  agency  facilities. 

2.  Upgrade  preventive  clinics  to  fully 
adequate  treatment  clinics. 

3.  Improve  relationships  to  the  population 
served  by  means  of  community  health  workers. 

4.  Distribute  the  patient  load  over  these 
decentralized  facilities  where  personalized  conti¬ 
nuity  of  care  is  possible. 

5.  Integrate  them  into  a  unified  system  of 
care  by  means  of  a  management  system  which  assures 
adequate  preventive  services,  referral,  and  fol¬ 
low-up  carry  through. 

6.  Make  possible  greater  use  of  paramedical 
personnel  without  diverting  excessive  amounts  of 
professional  time  supervision  by  tying  them  into 

a  closely  monitored  care  directed  network. 

Dr.  Miller  thus  stressed  the  potential  for  public 
health  agencies  to  serve  in  the  dual  role  of  service 
provision  and  leadership  in  prevention. 

The  organizational  response  of  public  health- 
agencies  to  the  confused  responsibilities  and  increasing 
pressures  is  reviex^ed  by  Shonick  and  Price  (1977) J. 
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They  classify  these  organizational  responses  into  two 
classes  -  internal  agency  reorganization  (city-county 
mergers,  health  department-hospital  mergers,  other 
internal  reorganizations)  and  divestiture  or  responsi¬ 
bility  (transfer  ownership  -  hospital  district,  trans¬ 
fer  ownership  -  medical  school,  close  the  facilities). 

The  purpose  of  this  study  is  to  examine  the 
organizational  response  of  a  public  health  agency  to 
the  current  demands  existing  in  the  local  setting.  The 
critical  elements  in  the  development  will  be  presented 
and  the  capabilities  of  the  system  will  be  assessed  in 
relation  to  relevance,  responsiveness,  flexibility,  and 
accountability . 
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II.  MARICOPA  COUNTY 

A.  Geography 

Maricopa  County  consists  of  9,266  square  miles  in 
central  Arizona.  It  is  composed  of  an  urban  area  of  700 
square  miles  made  up  of  the  City  of  Phoenix  and  the  sur¬ 
rounding  metropolitan  region  and  a  large  rural  area 
characterized  by  large  expanses  of  desert  and  agricul¬ 
tural  land  with  associated  small  communities  . 

Patterns  of  land  ownship  are  significant  in  consid¬ 
ering  the  potential  property  tax  base.  60%  of  the  land 
is  controlled  by  the  Federal  Government  (Forest  Service, 
Bureau  of  Indian  Affairs,  Department  of  Defense);  10%  is 
controlled  by  the  State;  29%  is  owned  privately.  If 
various  tax  exempt  lands  are  excluded,  less  than  25%  of 
the  land  area  is  subject  to  taxes. 

There  are  five  major  incorporated  cities  with  popu¬ 
lations  greater  than  65,000  and  fourteen  incorporated 
cities  with  populations  ranging  from  2,000  to  20,000. 
Some  large  communities  (Sun  City)  remain  in  unincorpor¬ 
ated  areas . 

B .  Demography 

Maricopa  County  has  experienced  rapid  and  sustained 
population  growth.  Data  from  the  Census  Bureau  provide 
the  following  data: 

T 

Maricopa  County  Planning  Dept.  1975  Special  Census 
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YEAR 

POPULATION  -  MARICOPA  COUNTY 

1930 

150,970 

1940 

186,193 

1950 

331,770 

1960 

663,510 

1970 

969,425 

A  partial  special  census  in  1975  estimates  the 
population  at  1,246,500  with  the  distribution  by  cities 
as  follows : 

Avondale  6,526 

Buckeye  2,675 


Chandler 

20,034 

El  Mirage 

3,909 

Gila  Bend 

2,300 

Gilbert 

3 , 603 

Glendale 

67,298 

Goodyear 

2,341 

Guadalupe 

4,285 

Mesa 

100,763 

Paradise  Valley  9,121 
Peoria  7,758 
Phoenix  669,005 
Scottsdale  78,065 
Surprise  3,322 
Tempe  93,822 


Wickenburg 
Young town 
Unincorporated 


Tolleson 


3,717 

2,908 


2,000 


163,048 


TOTAL 


1,246,500 


Data  from  the  1970  census  estimates  that  14.5%  of 
the  County  population  has  Spanish  surnames,  3.4%  is 
black,  and  the  remainder  is  white.  Some  communities 
however  have  proportions  of  ethnic  minorities  which 
approach  100%. 

The  age  and  sex  distribution  of  the  population  are 
shown  in  Table  I.  Once  again  variation  among  the  com¬ 
munities  is  substantial  as  shown  in  Tables  II,  III,  and 
IV. 

The  median  family  income  for  Maricopa  County  indi¬ 
cated  by  the  1970  census  was  $9,853  (mean  family  income 
$11,258).  21,848,  families  (8.9%)  were  below  the 

Federal  poverty  level. 

We  estimate  that  for  1977,  the  median  family  in¬ 
come  was  $16,100  and  that  34,147  families  (8.9%)  were 

2 

below  the  Federal  poverty  level. 


2 

Arizona  State  Department  of  Economic  Security 
Planning  Department 


TABLE  I 
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PERCENT  DISTRIBUTION  of  the  POPULATION 
of  MARICOPA  COUNTY  by  AGE  and  SEX 


1975 


MALE  FEMALE 


PERCENT 


TABLE  II 
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PERCENT  DISTRIBUTION  BY  AGE  AND  SEX  OF 
INCORPORATED  AREAS  IN  MARICOPA  COUNTY 
1975  CENSUS 


[MALE ) 


WICKENBURG 


(FEMALE) 


15 


10 


lO 


75  -t- 

70  *  74 

65  -  69 
60  -  64 
55  -  59 
50  -  54 

45  -  49 

40-44 
35  -39 
30  -  34 
25  -  29 
20  -  24 
15  -  19 
lO  -  14 
5  -9 
0-4 


15 


(MALE) 


PARADISE  VALLEY 


is 


(FEMALE) 


1 


10  5 


5  10  15 


SCOTTSDALE 


15 


10 


75  -j- 
70  *  74 
65  -  69 
60  -  64 

55  -  59 
50  -  54 
45  -49 
40  -  44 
35  -  39 
30  -34 
25  -  29 
20-24 
15  -  19 
10  -  14 
5-9 
0-4 


10 


15 


15 


MESA  AND  VICINITY 


10 


10 


15 


TABLE  III 


PERCENT  DISTRIBUTION  BY  AGE  AND  SEX  OF 
INCORPORATED  AREAS  IN  MARICOPA  COUNTY 

1975  CENSUS 
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PHOENIX 


PEORIA 


(MALE) 


(FEMALE) 


75  + 
70  -  74 
65  -  69 
60-64 
55-  59 
50-54 
45-  49 
40-44 
35  -  39 
30  -  34 
25  -  29 
20  -  24 
15  -  19' 
10  -  14 
5-9 
0-4 


15 


10 


— i — 

10 


15 


15 


10 


10  15 


GLENDALE 


GOODYEAR 


75  + 

70  -  74 
65  -  69 
60  -  64 
55  -  59 
50  -  54 
45  -  49 
40  -  44 
35  -  39 
30  -  34 
25  -  29 
20  -  24 
15  -  19 
10  -  14 
5-9 
0  "  4 


15 


10 


10 


15 


TABLE  IV 


PERCENT  DISTRIBUTION  BY  AGE  AND  SEX  OF 
INCORPORATED  AREAS  IN  MARICOPA  COUNTY 

1975  CENSUS 
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TEMPE 


CHANDLER 


GILBERT 


TOLLESON 


75  + 

70  -  74 
65  -  69 
60-64 
55  -  59 
50  -  54 
45-49 
40  -  44 
35  -  39 
30  -  34 
35  -  29 
20  -  24 
15  -  19 
10  -  14 
5-9 
0-4 


15 


10 


10 


15 


15 


10 


10 


15 
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111  ■  HISTORICAL  DEVELOPxMENT  1876-1970 

Public  Health  in  Maricopa  County  originated  in  1876 
when  the  Board  of  Supervisors  contracted  Dr.  J.  R.  Wharton 
to  furnish  medical  and  surgical  care  to  paupers  at  a 
salary  of  $20  a  month. 

A  year  later  Doctor  Wharton  was  appointed  Health 
Officer  for  the  County  at  $250  a  month  and  was  ordered 
to  vaccinate  all  people  in  the  County  for  smallpox.  It 
was  believed  than  an  epidemic  of  smallpox  was  about  to 
occur.  The  doctor  found  no  smallpox  cases  and  found 
only  32  people  needing  vaccinations  so  he  presented  a 
bill  for  $68  and  resigned.  This  is  the  first  actual 
public  health  report. 

Intermittent  diphtheria  and  smallpox  scares  resulted 
in  temporary  health  officers  but  apparently  no  permanent 
appointments  were  made. 

In  1903,  the  Board  of  Supervisors  created  the  County 
Board  of  Health.  This  Board  of  Health  was  made  up  of 
President  (Chairman  of  the  Board  of  Supervisors) ,  Vice 
President  (County  Attorney) ,  and  Secretary  (County 
Superintendent  of  Public  Health) .  The  County  Superin¬ 
tendent  was  appointed  by  the  Board  of  Supervisors .  This 
Board  of  Health  was  delegated  to  exercise  powers  granted 
to  the  State  Board  of  Health.  In  general  "prevention 
and  control  of  contagious  diseases  among  persons  or 
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domestic  animals,  condemnation  of  impure  food  and  mak¬ 
ing  sanitary  regulations." 

The  milestones  in  the  history  of  health  activities 
in  Maricopa  County  are  as  follows : 

1909  -  Territorial  legislature  established  County 
Registrar  of  Vital  Statistics  and  weekly  prenatal  and 
diabetes  clinics  were  held. 

1912  -  There  became  an  apparent  recognition  of  dis¬ 
tinction  between  public  health  and  care  of  the  indigent 
sick . 

1930  -  The  County  Board  of  Health  was  reorganized 
and  a  health  unit  was  established  with  a  staff  of  six 
people,  including  one  medical  doctor,  three  nurses, 
one  sanitary  inspector,  and  one  stenographer.  The 
financial  burden  was  supported  by  grants  from  the 
U.S.  Public  Health  Service  and  from  the  Rockefeller 
Foundation.  The  same  year  a  laboratory  was  created  to 
perform  bacteriological  examination  of  milk. 

1931  -  Communicable  Disease  Reports:  Typhoid  -  2; 
Measles  -  1;  Diphtheria  -  1;  Gonorrhea  -  3; 

Syphilis  -  3;  Meningitis  -  1;  Maternal  and  Child 
Health  visits  -  68;  swimming  pools  inspected  -  3; 
privies  inspected  -  353;  septic  tanks  approved  -  116; 
schools  were  visited  and  20,715  immunizations  given  for 
the  year  1931. 
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The  following  years  indicated  a  building  of  the 
Health  Department  with  increase  in  personnel: 

1938  -  Eight  nursing  districts  were  created.  This 
same  year  a  smallpox  epidemic  was  reported  with  144 
cases . 

1941  -  The  beginning  of  World  War  II  introduced  the 
Air  Defense  Program  and  army  camp  sanitation.  Records 
indicate  that  plans  were  submitted  to  combine  the  City 
of  Phoenix  and  Maricopa  County  Health  Departments. 

1943  -  New  pediatric  clinics  were  initiated  and  the 
Communicable  Disease  Code  was  adopted.  A  survey  was 
made  to  establish  a  grading  system  for  eating  and  drink¬ 
ing  establishments.  A  Tuberculosis  Case  Register  was 
established . 

1944  -  Rabies  outbreak  occurred  and  9,000  dogs  were 
vaccinated . 

1947  -  Another  approach  to  merger  of  City-County 
Health  Department  was  made.  The  Attorney  General  gave 
a  favorable  opinion. 

1953  -  The  Board  of  Health  was  reorganized. 

1957  -  Merger  -  City  of  Phoenix  Health  Department 
and  Maricopa  County  Health  Department. 

Prior  to  1970,  the  Division  operated  categorical 
programs  in  Public  Health  and  Preventive  Medicine.  The 
growth  of  services  under  these  programs  from  1960  to 
1970  is  illustrated  as  follows: 
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Clinic 

Visits  1960, 

1965,  : 

1970 

1960 

1965 

1970 

Venereal  Disease 

2,892 

3,664 

6,886 

Maternity 

7,077 

14,181 

19,207 

Child  Health 

12,365 

11,800 

16,024 

Tuberculosis 

4,441 

3,589 

5,697 

Curative  Services 

-0- 

18,196 

18,035 

Cancer  Screening 

-0- 

4,780 

11,394 

Family  Planning 

-0- 

208 

12,396 

Immunizations 

42,756 

47,190 

69,131 

X-Ray 

49,183 

92,759 

96,678 

Mental  Health 

-0- 

-0- 

399 

Dental 

-0- 

-0- 

15,290 

The  Division  had  undertaken  projects  to  provide 
limited  comprehensive  services  through  Federal  funds. 
One  of  these  was  the  Children  and  Youth  Project  which 
was  started  in  1968  and  covered  one  square  mile  area  of 
defined  need  in  South  Phoenix.  The  second  was  the 
Migrant  Health  Project  which  was  started  in  1965  and 
funded  limited  services  in  the  rural  portions  of  the 
County .  Most  services  hox^ever  were  provided  in  single 
service  clinics  in  Maternal  &  Child  Health  and  Tubercu¬ 
losis  conducted  on  a  periodic  basis  utilizing  for  the 
most  part  itinerant,  part-time  physicians.  The 
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continuity  and  stability  for  the  clinics  was  primarily 
through  the  public  health  nursing  staff. 

The  organization  of  the  Health  Department  as  it  was 
in  1970  is  shown  in  Table  V. 


I 


CENTRAL  DISTRICT 
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IV.  STATUTORY  AUTHORITIES 

Maricopa  County/  without  its  own  charter  or  indepen¬ 
dent  authority,  is  dependent  on  specific  legislative 
authority  to  carry  on  programs.  For  health  activities, 
these  authorities  are  conveyed  in  three  ways . 

The  County  is  specifically  charged  with  providing 
"hospitalization  and  medical  care  of  the  indigent  sick 
in  the  county"  (A.R.S.  §  11-291).  The  minimum  criteria 
for  income  and  assets  for  indigents  are  defined  by  the 
State  Department  of  Economic  Security  (A.R.S.  §  11-297) 
but  the  Board  of  Supervisors  may  set  criteria  which  de¬ 
fine  two  other  categories  -  "an  unemployable  totally 
dependent  upon  the  state  or  county  government  for  finan¬ 
cial  support,  or  an  employable  of  sworn  low  income  with¬ 
out  sufficient  funds  to  provide  himself  necessary  hospi¬ 
talization  and  medical  care"  (A.R.S.  §  11-297). 

To  carry  out  this  responsibility,  the  Board  of 
Supervisors  is  authorized  to  "employ  physicians  and  other 
persons  necessary  to  accomplish  this  task"  (A.R.S. 

§  11-291)  and  to  "erect  and  maintain  hospitals"  (A.R.S. 

§  11-251) . 

The  authority  for  Public  Health  Activity  is  either 
specific  to  county  such  as  communi cable  disease  control 
(A.R.S.  §  36-621  ff)  or  delegated  by  the  Arizona  Depart¬ 
ment  of  Health  Services.  A.R.S.  §  36-136  D  specifies 
that  the  Director  of  the  Arizona  Department  of  Health 
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Services  "may  delegate  to  a  local  health  department  or 

to  a  county  board  of  health . any  functions,  powers  or 

duties  which  he  believes  can  be  competently,  efficiently 
and  properly  performed  by  the  health  department  or  board 
concerned. " 

Local  boards  of  health  and  local  health  departments 
are  authorized  in  A.R.S.  ^  36-182  ff,  but  the  scope  of 
authority  is  limited  to  establishing  rules  and  regulations 
"not  inconsistent  with  the  rules  and  regulations  of  the 
department  of  health  services  (state)."  The  board  of 
health  appoints  the  Director  of  the  Health  Department  whose 
specific  duties  are  likewise  limited  (A.R.S.  §  36-186). 

Of  particular  interest  is  the  lack  of  any  specific 
statutory  authority  for  the  programs  in  maternal  and 
child  health  -  either  at  the  State  or  local  level.  These 
programs  accounted  for  a  large  portion  of  the  expansion 
of  the  Health  Department  services  during  the  1960's. 

This  was  done  through  the  availability  and  use  of  funds 
from  the  Children’s  Bureau  and  Titles  V  and  X  of  the 
Social  Security  Act. 
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V.  FINANCIAL  SUPPORT 

County  funds  are  derived  largely  from  property  tax 


and  a  portion 

of  the  State 

sales  • 

tax  which 

is  returned 

to  counties . 

Revenue  sources  for 

selected 

years  are  as 

follows : 

1960 

1970 

1975 

1978 

Property  Tax 

25% 

43% 

46% 

44% 

Sales  Tax 

40% 

28% 

28% 

23% 

Highway  Fees 

10% 

10% 

9% 

7% 

Other 

25% 

19% 

17% 

26% 

The  principle  revenue  source  under  Supervisor 
control  is  the  property  tax. 

As  would  be  expected  from  the  population  growth, 
the  tax  base  has  been  increasing.  Total  assessed  prop¬ 
erty  valuation  for  selected  years  is  as  follows: 

1960  $  689,211,962 

1970  $1,249,273,171 

1976  $2,844,314,021 

1977  $3,058,514,752 

The  tax  rate  for  County  services  has  likewise  in¬ 
creased.  The  rates  per  $100  of  assessed  valuation  are: 
1960  $0.90 

1970  $2.13 

1976  $2.70 

$2.67 


1977 
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The  relationship  between  health  budgets ,  total 
County  expenditure,  and  population  is  illustrated  in 
Table  VI. 

In  addition  to  County  funds,  the  Health  Department 
continues  to  rely  on  grants  from  the  State  and  Federal 
Government.  Much  of  the  development  of  the  Department 
during  the  1960's  occurred  as  a  direct  result  of  obtain¬ 
ing  grants  for  Migrant  Health  (1965)  ,  Children  and  Youth 
(1967) ,  and  Family  Planning  (1969) . 

The  pattern  of  grant  funding  from  fiscal  year  1972 
through  fiscal  year  1977  is  shown  in  Table  VII.  P.eli- 
able  data  is  not  available  for  prior  years.  Expendi¬ 
ture  data  is  used  to  provide  consistent,  comparative 
time  periods  for  grants  which  have  differing  budget 
years . 

The  availability  of  outside  funds  for  public  health 
activities  has  been  declining  because  of  generally  di¬ 
minished  Federal  funds  for  communicable  disease,  because 
of  the  rules  and  regulations  governing  Community  Health 
Centers  which  specify  consumer  policy  boards,  thus  dis¬ 
couraging  or  excluding  public  governance  of  these  centers, 
and  because  of  the  recent  practice  of  specifying  declin¬ 
ing  grant  support  over  the  period  of  the  grant. 

Virtually  all  outside  funds  involved  in  public 
health  programs  are  Federal  funds.  Beyond  a  small  State 
appropriation  for  communicable  disease,  an  appropriation 
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for  general  support  of  public  health  programs  and  modest 
funding  for  mental  health  centers,  the  State  does  not 
participate  in  funding  health  services . 

Table  VIII  summarizes  the  actual  total  expenditures 
for  the  Health  Department  for  the  years  1972  through 
1977. 

By  policy  of  the  Board  of  Supervisors ,  revenue  can 
only  be  used  to  offset  budgeted  expenditures.  Excep¬ 
tions  to  this  policy  are  made  for  Air  Pollution  Control 
and  Rabies/Animal  Control  which  are  treated  as  self- 
supporting  and  do  not  utilize  funds  from  County 
Government.  A  summary  of  revenue  is  presented  in 
Table  IX. 


MARICOPA  COUNTY 

BUDGET  DATA  -  SELECTED  FISCAL  YEARS 
(In  Thousands) 
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VI.  ORGANIZATIONAL  DEVELOPMENT 

A.  DEVELOPMENT 

1.  Department  of  Health  Services 

The  Director  of  the  Health  Department  had  recognized 
the  benefit  of  establishing  a  system  which  was  able  to 
provide  "comprehensive"  services  to  the  indigent  popula¬ 
tion. 

This  philosophy  was  evident  in  the  draft  of  a  1970 
application  for  funding  of  a  system  of  peripheral  clinics. 

One  of  the  major  barriers  was  the  legal  and  administrative 
separation  between  Maricopa  County  General  Hospital  which 
had  responsibility  for  the  care  of  the  indigent  sick  and  the 
Health  Department  which  had  the  public  health  responsibilities. 
While  each  was  responsible  to  the  Board  of  Supervisors,  each 
also  had  its  separate  Director  and  Governing  Board. 

In  February,  1970,  the  Board  of  Supervisors  created 
an  umbrella  administrative  unit  called  the  Department  of 
Health  Services  to  oversee  both  the  Health  Department  and 
the  Hospital.  The  Director  of  the  Health  Department  was 
given  the  additional  title  of  Assistant  County  Manager 
for  Health  Services  and  charged  with  the  responsibility 
for  administering  both  units.  During  1971,  the  personnel 
and  controller  functions  were  centralized  at  the  level  of 
the  Department  of  Health  Services.  In  the  same  year,  a 
new  hospital  was  completed  which  was  one  mile  from  the 
Health  Department. 
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In  1972,  a  bond  issue  was  proposed  to  make  major 
changes  and  expansion  in  the  Hospital  to  correct  defi¬ 
ciencies  arising  from  the  length  of  time  between  design 
and  construction.  The  same  bond  issue  authorized  funds 
to  construct  five  clinics  in  various  parts  of  the  County. 

A  description  of  the  bond  issue,  which  was  approved  by 
the  voters  in  September,  1972,  is  included  in  Appendix  I. 
Also  in  1972  legislation  was  passed  to  allow  the  Board  of 
Health  to  manage  and  operate  the  Hospital  (A.R.S.  s 
36-183.01).  The  Board  of  Supervisors  adopted  a  resolution 
in  December,  1972,  to  give  this  responsibility  to  the  Board 
of  Health  thus  eliminating  the  Hospital  Board  of  Directors. 
These  changes  merged  the  County  responsibilities  for  care 
of  the  indigent  sick  with  those  of  public  health  and  created 
the  organizational  structure  to  allow  the  emergence  of  an 
integrated  system  of  care. 

2.  Division  of  Public  Health 

From  the  perspective  of  the  Health  Department 
(Division  of  Public  Health) ,  the  rationale  for  organi¬ 
zational  and  functional  modification  was  increasingly 
compelling . 

The  1970  plan  for  peripheral  clinics,  prepared  as 
a  grant  request  to  HEW,  had  developed  the  rationale  for 
the  expanded  role  of  the  clinic  system. 

The  objectives  for  the  grant  were: 

1.  To  increase  the  incidence  of  early  diagnosis 
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&nd  treatment  as  regards  to  health  problems 
of  the  medically  indigent  residents  of 
Maricopa  County. 

2.  To  decrease  the  length  of  hospitalization 
and  increase  the  outpatient  care  of  patients 
through  a  coordinated  continuum  of  care  in¬ 
cluding  comprehensive  care  clinics ,  hospital 
inpatient  and  extended  care  services ,  and 
clinic  outpatient  programs. 

3.  To  decrease  the  incidence  of  complications 
by  early  diagnosis  and  early  institution  of 
treatment  at  easily  accessible  clinic  sites. 

4.  To  increase  rehabilitation  services. 

5.  To  decrease  the  use  of  extended  care  facili¬ 
ties  for  after  care  by  emphasizing  an  out¬ 
patient  ambulatory  care  system. 

6.  To  improve  accessibility  of  services  through 
convenient  locales,  extended  hours  of  operation, 
and  suitable  transportation  arrangements. 

7.  To  involve  the  community  consumers  in  the 
planning,  development,  and  provision  of  project 
services . 

This  application  was  never  submitted  and  was  not 
widely  circulated  within  the  Department  nor  were  the 
organizational  implications  of  the  plan  addressed. 

In  1971,  a  nonprofit  group  known  as  the  Maricopa 
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Community  Health  Network  applied  for  and  received  funds 
from  0E0  to  establish  an  alternative  system  for  health 
care  for  an  enrolled  population  to  include  the  indigent. 

The  presence  of  this  competitive  health  agency  placed 
pressure  on  the  Department  of  Health  Services  to  respond 
competitively  or  to  support  financially  the  efforts  of 
the  Network  insofar  as  it  provided  care  for  indigents. 

While  Arizona  had  not  implemented  a  program  for 
Title  19  (Medicaid) ,  the  expectation  that  this  would 
occur  forced  the  Health  Department  to  consider  its  role 
in  the  context  of  a  Medicaid  program. 

The  Health  Department  was  also  concerned  that  the 
emergence  of  community  health  centers  and  the  Federal 
emphasis  on  comprehensive  services  would  lead  to  a  de¬ 
cline  in  funding  for  categorical  services  which  had 
been  the  prime  funding  source  for  Health  Department 
activities  during  the  1960's. 

In  late  1972,  an  Ambulatory  Care  Committee  was 
formed  with  professional  representation  from  the 
Hospital  and  the  Health  Department  to  consider  the 
modification  of  the  Health  Department  clinics.  A  copy 
of  the  report  from  this  committee  is  found  in  Appendix  II. 
Significant  results  of  this  committee  included: 

1.  Agreement  by  key  Health  Department  and  Hospital 
staff  that  a  system  of  peripheral  clinics  should 
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be  established. 

2.  Discussion  of  the  basic  model  of  such  a 
system. 

3.  The  beginning  of  cooperative  procedures  in 
such  areas  as  pharmacy. 

During  1973,  discussion  was  continued  on  key  ele¬ 
ments  including  a  standard  "principles  of  practice" 

(  modelled  after  the  work  of  Doctors  Burger,  Bjorn,  and 
Cross  from  the  PROMIS  Clinic  in  Hampden  Highlands,  Maine) 
and  the  conversion  of  the  fragmented  preventive  single 
service  records  to  an  integrated  problem  oriented  record 
(modelled  after  the  work  of  Doctor  Lawrence  Weed) .  Further 
organizational  changes  and  the  implementation  of  these  key 
elements  were  discussed  at  a  series  of  staff  meetings  with 
all  Health  Department  employees  in  November  and  December 
of  1973.  The  outline  of  this  discussion  is  found  in 
Appendix  III.  An  organizational  change  in  November, 

1973,  placed  this  writer  on  the  staff  of  the  Department 
of  Health  Services  with  responsibility  to  implement 
changes  within  the  Health  Department. 

During  the  early  months  of  1974,  a  series  of  docu¬ 
ments  describing  essential  system  characteristics  were 
developed.  They  are  included  in  Appendix  IV  and 
summarized  as  follows : 

1.  Primary  Care  Center  -  Design  Characteristics 
February  ,  1974  (See  Appendix  IV-A) 
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2 .  Plan  for  a  program  of  Ambulatory  Care  Services 
April,  1974  (See  Appendix  IV-B) 

3.  Developments  in  Personal  Health  Care 
June,  1974  (See  Appendix  IV-C) 

4.  Eligibility  and  Financial  Responsibility 
May,  1974  (See  Appendix  IV-D) 

5.  Role  Definition  in  Health  Care  Delivery, 

July,  1974  (See  Appendix  IV-E) 

These  documents  set  forth  at  a  conceptual  level  the 
organizational  issues  of  the  integrative  effort. 

These  issues  included  the  maintenance  of  the  program 
centered  preventive  services  in  combination  with  the  added 
patient  centered  therapeutic  services,  the  inadequacies  of 
the  District  Public  Health  concept  in  carrying  out  the  pro¬ 
gram,  the  necessity  of  closer  working  relationships  with  the 
Hospital,  the  need  to  focus  on  target  population  in  de¬ 
signing  the  system,  and  the  necessity  to  modify  traditional 
eligibility  concepts.  The  concept  of  team  management,  to¬ 
gether  with  the  idea  of  advocacy  roles  and  management  of 
conflict,  were  the  beginning  of  the  development  of  the  idea 
of  matrix  organization. 

Two  facilities  which  had  been  planned  jointly  with 

the  City  of  Phoenix  Community  Action  Agency  (known  as  LEAP) 
were  selected  as  the  pilot  sites  for  the  implementation  of 
the  primary  care  concept.  Both  were  located  with  other 
services  provided  by  the  CAA  and  were  thus  appropriate  for 


34 


the  coordination  of  health  services  with  other  human 
services .  One  was  a  new  center  where  no  previous  serv¬ 
ices  had  been  provided  and  the  other  was  a  District  Office 
which  had  provided  only  preventive  service  in  a  single 
service  clinic  model. 

In  the  summer  of  1974,  0E0  announced  that  it  would 
discontinue  funding  of  the  Network  and  the  Health  Depart¬ 
ment  made  application  to  assume  the  project.  While  this 
was  not  successful,  a  314(e)  grant  of  $185,000  was  made 
to  assist  in  the  development  of  the  centers  and  to  pro¬ 
mote  the  integration  of  medical  services. 

The  emerging  organization  by  the  end  of  1974  had 
eliminated  the  District  Public  Health  Offices  by  centralizing 
the  responsibility  for  environmental  services  under  the 
Chief  of  Environmental  Services  (regional  environmental 
offices  were  maintained)  by  centralizing  program  respon¬ 
sibility  within  the  Program  for  Community  Health  Services, 
and  by  implementing  management  teams  in  the  emerging  primary 
care  centers.  Administrative  focus  for  the  primary  care 
centers  was  placed  in  the  Program  for  Ambulatory  Care  which 
was  charged  with  the  responsibility  of  delivering  medical 
services.  The  existing  public  health  programs  were  con¬ 
solidated  and  placed  in  the  Program  for  Community  Health 
Services  which  was  charged  with  defining  program  needs, 
seeking  outside  funding  for  categorical  program,  defining, 
testing,  and  promulgating  standards  of  service  delivery, 
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and  monitoring  performance  of  the  primary  care  centers 
in  providing  program  services . 

This  structure  is  outlined  in  the  following  organi¬ 
zational  charts . 
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B.  OPERATION 

The  assumption  of  the  responsibility  for  providing 
comprehensive  patient  services  while  maintaining  a  strong 
commitment  to  traditional  public  health  programs  required 
that  mechanisms  be  established  to  encourage  negotiated 
resolution  of  inevitable  conflict.  The  two  mechanisms 
which  were  utilized  were  the  concepts  of  matrix  organi¬ 
zation  and  team  management . 

The  concept  of  the  matrix  organization  is  that  each 
program  (special  interest)  unit  is  responsible  for  the 
program  operation  throughout  the  system,  but  is  not  ad¬ 
ministratively  responsible  for  most  of  the  operational 
units  which  are  actually  delivering  the  particular  ser¬ 
vices.  It  appears  as  illustrated  in  Table  X. 

Operational  units  are  primarily  responsible  for 
delivering  integrated  services  to  a  population  that  is 
not  well  defined  while  the  programs  are  responsible  for 
assuring  that  the  services  are  provided  in  a  manner 
which  furthers  the  program  objectives.  Because  resources 
are  not  sufficient  to  provide  all  needed  services,  both 
the  target  population  and  the  resource  allocation  are 
subject  to  negotiation  between  the  program  and  the  opera¬ 
tional  units.  For  example,  in  areas  with  a  paucity  of 
medical  resources,  the  family  planning  program  will  wish 
to  assure  the  availability  of  family  planning  services 


PROGRAM  OPERATIONAL  UNITS  (LOCATION  OF  SERVICES)  TOTAL 
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for  a  population  far  greater  than  that  defined  by  the 
standards  of  indigency  and  furthermore,  the  program 
insists  that  a  strict  means  test  not  be  a  requirement 
for  service.  The  center  must  maintain  a  balance  of  ser¬ 
vices  which  meets  the  needs  of  the  geographic  area 
served  by  the  center.  The  advocacy  roles  within  the 
system  and  especially  within  the  operational  units  are 
a  logical  extension  of  this  matrix. 

While  the  interrelationships  among  units  within  the 
matrix  are  complex  and  variable  depending  on  the  extent 
of  mutual  interest,  the  demands  placed  on  both  program 
and  operational  units  is  great  when  applied  to  the  total 
system.  A  second  way  of  looking  at  the  matrix  organi¬ 
zation  is  from  the  perspective  of  a  primary  care  center. 
As  the  major  point  of  service  delivery,  virtually  all 
program  elements  are  involved  in  interaction  with  the 
centers . 

The  matrix  when  seen  from  this  perspective  appears 
as  illustrated  in  Table  XI. 
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Table  XI 
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This  chart  does  not  show  programs  (such  as  mental 
health  and  dental  health)  which  while  assigning  staff  to 
some  of  the  centers  continue  to  have  centralized  control 
and  are  thus  not  integrated  into  center  activities 
(these  are  termed  coordinated  services  rather  than  inte¬ 
grated  services) .  There  are  in  addition  multiple  in¬ 
formal  interrelationships,  most  notably  with  the  hospital, 
which  are  not  shown  as  they  do  not  have  specific  program 
identity . 

The  initial  concept  of  the  management  teams  as  des¬ 
cribed  in  Primary  Care  Center  Design  Characteristics  was 
that  they  would  consist  of  three  key  individuals  each 
with  a  defined  set  of  interest  or  advocacy  roles.  These 
were  physician  (clinical  director) ,  nurse  (nursing  super¬ 
visor)  ,  and  administrator.  The  Health  Department  had 
physicians  and  nursing  supervisors  in  place  and  individ¬ 
uals  for  these  two  functions  were  selected  from  existing 
staff.  Administrators  had  not  been  utilized  in  a  line 
function  in  the  system  and  they  were  appointed  by  pro¬ 
motion  of  other  staff  or  by  recruitment. 

The  operation  of  the  management  teams  has  been 
variable  and  their  two  to  three  years  of  function  is 
insufficient  to  determine  whether  they  are  a  viable 
management  method  in  the  primary  care  settings .  An 
evaluation  of  three  management  teams  was  done  by  Family 
Health  Care  in  the  spring  of  1975.  The  individuals  from 
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Family  Health  Care  had  viewed  the  management  team  con¬ 
cept  with  considerable  skepticism  because  of  the  dif¬ 
fusion  of  responsibility  and  accountability.  They  found 
that  the  teams  all  had  the  potential  to  act  efficiently 
in  the  decisional  mode  but  that  performance  was  variable 
depending  on  the  length  of  time  the  team  had  been 
operational  and  the  quality  of  leadership  existing  in 
the  teams.  Confusion  as  to  the  role  and  authority  of 
individuals  on  the  team  and  of  the  team  itself  was 
observed.  The  recommendation  for  more  active  central 
administrative  direction  was  strongly  made. 

While  efforts  have  been  made  to  improve  the 
management  skills  of  the  management  team  members  through 
supervision  and  workshops,  to  provide  stronger  leader¬ 
ship,  by  placing  the  teams  under  a  single  administrator, 
and  to  clarify  roles  and  responsibilities  by  defining 
very  specifically  the  organizational  structure  of  the 
centers,  the  teams  remain  variable  in  their  problem 
solving  ability.  The  most  recent  attempt  to  define  the 
organisational  relationships  is  included  in  Appendix  V. 

The  major  strengths  of  the  team  approach  have 
been  a  major  improvement  in  the  working  relationships 
among  the  functional  units  within  the  center,  strong 
advocacy  for  changes  outside  the  center  which  are  neces¬ 
sary  to  improve  center  operations,  and  the  rapid 
identification  of  problem  areas. 
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Both  the  matrix  organization  and  team  management 
have  some  of  the  same  disadvantages .  The  inherent 
diffusion  of  responsibility  makes  accountability  and 
central  control  more  difficult.  It  is  usual  to  find 
that  deficiencies  existing  in  multiple  units  at  dif¬ 
ferent  organizational  levels  are  responsible  for  any 
given  problem.  In  these  circumstances,  corrective 
action  is  frequently  complex  and  requires  extensive 
negotiation.  All  individuals  in  positions  of  manage¬ 
ment  must  adjust  to  the  reality  that  they  are  only 
partially  masters  of  their  ship.  The  frustrations  of 
this  reality  are  readily  observed  and  are  embodied  in 
the  derogatory  description  of  "management  by  getting 
in  a  pile." 

Both  these  management  techniques  also  provide 
for  and  encourage  a  "bottoms-up"  management  with  prob¬ 
lem  solving  occurring  at  the  lowest  possible  organiza¬ 
tional  level.  The  incentive  for  the  negotiated  solu¬ 
tion  at  the  level  of  the  primary  care  center  management 
team  or  the  primary  care  center  and  the  program  involved 
is  to  avoid  the  intervention  of  the  central  administra¬ 
tive  staff  in  imposing  a  solution  from  the  top. 

The  system  allows  for  substantial  local  autonomy 
within  constraints  of  central  control.  It  also  allows 
for  varying  the  control  point  to  suit  the  particular 
requirements  of  the  issue  under  consideration. 
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VII.  MANAGEMENT  SYSTEM 

A.  DEVELOPMENT 

The  organizational  structure  which  emerged  in  1974 
was  termed  a  matrix  organization  because  of  the  inter¬ 
relationships  between  special  program  interests  and  the 
operational  units  (clinics  or  sites)  where  program  services 
were  provided.  The  delineations  of  responsibility  by 
program  or  delivery  unit  which  were  the  conceptual  basis 
of  the  organizational  structure  were  reflected  in  a  management 
information  system  which  provided  information  to  the  var¬ 
ious  program  and  service  management  units.  The  goal 
was  to  devise  a  system  of  statistical  and  financial  re¬ 
porting  which  would  satisfy  the  major  categorical  pro¬ 
grams  upon  which  the  Health  Department  relied  for  funds 
and  at  the  same  time  satisfy  the  management  needs  of  the 
integrated  delivery  of  services  under  these  programs. 

The  major  programs  in  communicable  disease  and  in 
maternal  and  child  health  had  historically  required 
accountability  in  two  ways.  Statistically  they  required 
service  counts,  patienu  counts,  and  in  some  cases,  infor¬ 
mation  on  the  nature  of  the  service.  Financially  they  re¬ 
quired  expenditure  data  which  would  assure  that  person¬ 
nel  and  supplies  paid  by  project  funds  were  used  exclu¬ 
sively  for  project  purposes.  This  attitude  was  reflected 
by  the  Health  Services  Controller  who  had  established 
expenditure  systems  which  assured  program  accountability 
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but  which  were  unable  to  provide  expenditure  (cost)  in¬ 
formation  to  sites  which  delivered  multiple  program 
services . 

The  framework  of  a  management  information  system 
was  designed  in  early  1975  with  a  revision  of  cost  center 
definitions  which  was  consistent  with  the  matrix  organization 
and  with  the  initial  draft  of  ah  encounter  form  which  would 
serve  as  a  single  data  source  for  the  multiple  reports 
which  were  necessary. 

The  essence  of  the  cost  center  definitions  was : 

1.  All  outside  funding  would  be  maintained 
in  separate  funds  identified  by  fund  number. 

2.  All  expenses  regardless  of  funding  source 
would  be  allocated  in  the  cost  center  of 
occurrence . 

3.  All  cost  attributable  to  patient  care 
would  be  accrued  or  allocated  to  revenue 
centers.  Those  costs  attributable  to 
community  health  activities  or  categorical 
program  management  would  be  identified 
separately. 

This  system  provided  the  ability  to  provide  expen¬ 
diture  reporting  by  fund  for  financial  accountability 
to  outside  funding  source  or  by  cost  center  for  purposes 
of  internal  management.  In  addition,  it  provided  the 
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flexibility  to  perform  various  cost  allocations  for  dif¬ 
fering  purposes.  For  the  determination  of  patient  fees, 
program  costs  and  community  health  costs  could  be  exclud¬ 
ed  while  for  program  reports,  all  costs  could  be  included. 
Inherent  in  this  system  was  the  flexibility  to  identify  or 
modify  the  allocation  of  costs  depending  on  management 
needs  and  the  requirements  of  funding  sources . 

The  encounter  form  system  was  the  second  essential 
piece  of  the  management  system.  The  initial  description 
of  this  document  written  in  February,  1975,  listed  the 
following  objectives: 

1.  To  provide  a  uniform  data  set  on  all 
medical  encounters . 

2.  To  provide  a  data  set  which  will  meet 
reporting  requirements  of  special  programs. 

3.  To  provide  a  data  set  which  will  allow 

collection  of  management  information  including: 

Provider  data 
Patient  data 
Service  data 
Site  data 
Program  data 
Disposition  data 

4.  To  provide  data  for  purposes  of  billing. 

5.  To  provide  data  to  assist  in  refining 
cost  accounting. 


The  rationale  presented  in  this  document  was  as  follows 
"The  development  of  programs  within  the  Division 
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of  Public  Health  has  been  one  of  categorical 
program  development  -  each  with  unique  program 
reporting  and  monitoring  systems.  The  intro¬ 
duction  of  primary  care,  the  efforts  to  integrate 
care,  the  increasing  emphasis  on  costing,  billing, 
and  evaluation,  and  the  necessity  of  developing 
more  sophisticated  management  systems,  all  dic¬ 
tated  that  uniform  data  be  collected.  The  uni¬ 
form  data  collection  instrument  will  replace 
several  existing  documents  which  are  used  for 
data  input,  and  will  result  in  the  revision  of 
output  documents. 

In  the  spring  of  1975,  the  Department  made  use  of 
technical  assistance  through  the  National  Health  Service 
Corps  by  means  of  a  consultant  firm  (Family  Health 
Care,  Inc.)  which  assigned  staff  to  assist  the  Depart¬ 
ment  in  developing  the  systems  which  would  render  opera¬ 
tional  the  concept  of  service  integration. 

The  proposal  for  technical  assistance  outlined  the 
following  tasks : 

1.  Overall  work  plan  development. 

2.  Development  of  an  operational  definition 
for  a  primary  care  delivery  model. 

3.  Assistance  in  the  development  of  a  uniform 


billing  system. 
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4.  Assistance  in  the  refinement  and  use 
of  the  Problem  Oriented  Medical  Record. 

While  no  specific  report  was  made  as  a  result  of 
the  technical  assistance,  by  December,  1975,  the  basic 
elements  had  been  designed.  The  description  of  the 
system  in  Appendix  VI  outlines  the  elements  of  the 
system  as  follows: 

1.  Registration  System  -  whereby  patient 
is  classified  as  to  the  sources  of  funds 
available  to  offset  the  cost  of  care. 

2.  Encounter  Data  -  which  through  four  en¬ 
counter  forms  (Primary  Care,  Home  Health  Care, 
Extended  Care  (nursing  homes) ,  and  Dental 
Care)  collected  uniform  billing  and  statist¬ 
ical  information  on  each  encounter. 

3.  Daily  Activity  Logs  -  which  for  social 
services,  field  nursing,  and  nutrition  pro¬ 
vided  data  for  detailed  monitoring  of  work¬ 
load  in  these  areas . 

4.  Billing  System  -  which  documented 
total  billable  charges  as  well  as  the  dis¬ 
tribution  of  charges  to  the  various  sources 
of  funding. 

The  encounter  data  was  processed  by  computer 
and  furnished  statistical  data  for  grants  and 
management.  The  expenditure  data  (direct 
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cost  only)  was  processed  by  computer  from 
time  cards  (personnel)  and  requisitions 
(services  and  supplies) .  Cost  reports 
which  combined  direct  and  indirect  costs 
were  provided  by  the  Health  Services  Controller 
every  six  months.  Billing  data  was  process¬ 
ed  manually  and  monthly  reports  were  issued. 

The  compilation  of  data  from  the  various 
sources  to  compare  costs,  billable  charges, 
and  activities  (outputs)  was  to  be  done 
manually . 

B.  OPERATION 

The  encounter/statistical  system  was  implemented 
in  January,  1976,  and  the  first  reports  from  the  system 
were  available  by  April,  1976.  The  initial  cost  allo¬ 
cation  and  setting  of  fees  occurred  in  spring  of  1976 
and  the  billing  system  was  implemented  in  July,  1976. 

The  initial  reports  were  used  to  substantiate  the 
position  of  the  Department  in  persuading  the  Arizona 
State  Department  of  Health  and  the  Regional  Office  of 
the  Department  of  Health,  Education,  and  Welfare  to 
modify  the  requirements  of  financial  accountability  for 
grants  from  one  of  expenditure  reporting  to  one  of  ser¬ 
vice/cost  reporting.  While  expenditure  reporting  was 
continued  by  means  of  the  fund  reports  ,  the  expenditures 
had  no  specific  relationship  to  the  grant  purposes ;  the 


56 


cost  of  grant  related  services  was  substantiated  through 
service  counts  and  through  the  cost  allocation  which  de¬ 
fined  the  cost  per  service.  The  first  costing  report  in 
this  format  was  provided  to  the  Arizona  Department  of 
Health  Services  in  December  of  1976  to  substantiate  ser¬ 
vice  costs  for  fiscal  year  1976  (see  Appendix  VII). 

An  effective  management  system  provides  timely  and 
accurate  data  to  managers  who  both  know  how  to  analyze 
the  information  and  how  to  use  the  information  to  improve 
the  performance  of  the  particular  unit.  The  problems  in 
the  operation  of  the  management  system  can  be  seen  in  all 
phases  of  the  feedback  cycle. 

The  initial  experience  with  the  costing/expenditure 
reporting  system  was  that  personnel  costs  derived  from 
time  cards  were  inaccurate  due  to  inadequate  definitions 
of  cost  center  functions  and  inadequate  audit/control  of 
time  cards  on  site  prior  to  submission.  Service  and 
Supply  costs  were  inaccurate  due  to  deficiencies  in  the 
inventory  system  operated  in  the  Controller's  Office. 

Insufficient  use  of  the  system  by  managers  slowed 
the  identification  and  correction  of  problems  involving 
inadequacies  of  data  and  inconsistencies  in  the  data 
between  the  three  major  subsystems  (Billing  data, 
Statistical  data,  and  Expenditure  data) . 
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C.  MANAGEMENT  SYSTEM  DATA  JULY  -  DECEMBER,  1976 
AND  1977 

To  demonstrate  the  use  of  the  management  system, 
data  from  the  first  six  months  of  fiscal  year  1978  is 
compared  to  the  same  period  in  fiscal  year  1977.  Data 
for  patient  care  functions  which  are  offered  through  the 
primary  care  centers  is  presented. 

1 .  Cost 

Cost  data  is  derived  from  the  expenditure  reports 
which  furnish  direct  costs  and  from  a  cost  allocation 
system  which  provides  indirect  costs.  There  are  eight 
functional  cost  centers  within  the  primary  care  centers 
as  follows: 

Clinics  -  all  costs  associated  with  outpatient 
care  in  clinics 

Laboratory  -  all  laboratory  costs 

Pharmacy  -  all  drug  and  personnel  costs  for 
pharmacy 

Head  Start  /  Daycare  -  costs  related  to  services 
provided  in  Head  Start  centers 

Community  Health  -  field  nursing  costs  for 

school  health,  epidemiology,  etc. 

Home  Health  Care  -  costs  of  providing  services 
to  patients  on  Home  Health  Care 

Extended  Care  -  costs  of  providing  services  to 
patients  in  nursing  homes 
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Social  and  Community  Services  -  cost  of  social 

services  and  nutrition  services 
not  associated  with  home  care. 


The  cost  data  for  the  time  periods  is  as  follows : 


Direct 

Cost 

Total 

Cost 

7/76-12/76 

7/77-12/77 

7/76-12/76 

7/77-12/77 

Clinics 

$1,860,503 

$2,072,973 

$2,292,291 

$2,548,806 

Pharmacy 

352,200 

485,145 

397,778 

524,433 

Laboratory 

98,353 

270,259 

137,574 

316,656 

Extended 

Care 

61,178 

105,370 

67,858 

116,024 

Head  Start 

39,062 

36,896 

67,439 

59,966 

Community 

Health 

56,116 

133,116 

63,025 

147,682 

Home  Health 

139,576 

252,520 

157,254 

276,745 

Social  and 
Community 

N/A 

172,335 

N/A 

192,716 

2.  Billing 

No  charges  are  made  for  the  functions  of  Head 
Start,  Community  Health,  or  Social  and  Community  Ser¬ 
vices.  Total  billable  charges  for  the  other  functions 
are  as  follows: 

7/76-12/76  7/77-12/77 

Clinics  ) 

Pharmacy  )  $1,576,727  $2,096,117 

Laboratory  ) 

Extended  Care  50,376 

Home  Health  Care  89,635 

$1,706,738 


TOTAL 


79,437 

181,783 

$2,357,337 
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3 .  Services 

Patient  counts,  encounters,  office  visits,  and 
service  counts  are  derived  from  the  encounter  form 
system.  Service  counts  exceed  office  visits  because 
of  multiple  services  provided  during  a  single  visit. 
Some  duplication  occurs  in  patient  counts  to  the  extent 
patients  attend  more  than  one  clinic. 


Clinics : 

7/76-12/76 

7/77-12/77 

A% 

Patient  Count 

40,697 

42,982 

6% 

Total  Encounters 

100,971 

118,512 

17% 

Office  Visits 

83,933 

89,926 

7% 

Total  Services 

86,304 

93,827 

9% 

Maternity 

14,745 

15,828 

7% 

Family  Planning 

14,244 

14,465 

r\  07 

A  /o 

Child  Health 

12,228 

12,797 

11% 

Chronic  Stable 

7,456 

7,840 

5% 

Other  Therapeutic 

30,376 

33,555 

10% 

Tuberculosis 

1,548 

2,937 

9% 

Physicals 

1,225 

1,435 

17% 

Cancer  Screening 

345 

419 

O  1 

A  L/c 

Pregnancy  Diagnostic 

1,957 

2,423 

24% 

Diagnostic  Evaluation 

1,964 

1,634 

(17%) 

Venereal  Disease" 

216 

494 

29% 

Excludes  those  visits  to  free  standing 

VD  Clinic 

which  provided  16,011  visits  from  7/77  -  12/77. 
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7/76-12/76 

7/77-12/77 

A% 

b) 

Immunizations 

24,699 

35,227 

43% 

c) 

Home  Health  Visits 

6,459 

11,985 

85% 

d) 

Extended  Care  Visits 

10,016 

12,194 

22% 

From  these  three  sources  of  data,  provided  on  a 
regular  basis,  it  is  possible  to  derive  indices  of  per¬ 
formance  which  indicate  progress,  problems,  or  need  for 
action.  Some  indices  used  regularly  are  as  follows: 

The  Department  attempts  to  maintain  a  ratio 
of  60%  preventive/maintenance  services  and  40% 
therapeutic  services.  This  ratio  was  63%  pre¬ 
ventive/maintenance  and  37%  therapeutic  in  the 
last  half  of  1976  and  61%  preventive/maintenance 
with  39%  therapeutic  in  the  same  period  of  1977. 

The  Department  has  an  objective  that  bill- 
able  charges  should  equal  total  costs.  While 
the  billable  charges  increased  substantially 
(33%)  in  the  combined  categories  of  clinics, 
pharmacy,  and  laboratory,  the  ratio  of  billed 
charges  to  total  costs  went  from  56%  to  only 
62%. 

The  Department  attempts  to  maintain  the 
average  clinic  visit  cost  (excluding  laboratory 
and  pharmacy)  below  $25.00.  Dividing  total 
clinic  cost  by  office  visits,  this  cost  went 
from  $27.31  in  the  last  half  of  1976,  to  $28.34 
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in  the  same  period  in  1977.  The  direct  costs 
for  a  clinic  visit  for  the  same  periods  are 
$22.17  and  $23.05.  Clearly,  major  effort  at 
cost  containment  and  increase  in  productivity 
is  needed. 

Management  system  reports  also  provide  information 
for  planning  and  evaluation  such  as  the  distribution  of 
patients  and  services  by  census  tract  which  allows  cal¬ 
culation  of  population  penetration  rates  and  the  assess¬ 
ment  of  geographic  areas  where  need  indicators  and 
utilization  rates  are  disparate. 

Above  all,  the  data  reports  identify  issues  concern¬ 
ing  the  operation  of  the  Health  Department  which  need 
further  investigation  and  refinement.  This  activity  is 
ongoing  limited  only  by  the  time  available. 
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VIII.  DISCUSSION 

The  merger  of  the  City  of  Phoenix  Health  Department 
with  the  County  Health  Department  in  1957  allowed  the 
consolidation  of  public  health  functions  in  a  single 
agency;  the  merger  of  the  County  Health  Department  and 
the  County  Hospital  in  1972,  allowed  the  consolidation 
of  the  functions  of  public  health  and  care  to  the  indi¬ 
gent  and  allowed  the  development  of  the  primary  care 
program  which  relied  on  the  hospital  for  secondary  and 
tertiary  care. 

The  continued  absence  of  a  Medicaid  program  has 
placed  the  responsibilities  of  public  health,  preventive 
services,  and  care  for  the  indigent  on  the  County  Board 
of  Health  and  Board  of  Supervisors. 

The  Health  Department  in  accepting  the  responsibili¬ 
ties  for  primary  care  for  the  indigent  assumed  responsi¬ 
bility  for  the  provision  of  service  across  the  entire 
spectrum  of  public  responsibility  for  health  care. 

The  board  responsibilities  in  health,  the  organi¬ 
zational  capabilities  for  providing  care,  the  high  pro¬ 
portion  of  funding  which  is  free  from  the  restrictions 
so  characteristic  of  Medicare  and  Medicaid  have  combined 
to  give  the  Department  of  Health  Services  and  especially 
the  Health  Department  unusual  opportunities  to  provide 
innovative  services  in  meeting  the  health  care  needs  of 
the  population. 
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With  the  responsibility  and  capability  have  also 
come  increasing  demands  and  the  necessity  to  be  respon¬ 
sive  to  multiple  groups  with  conflicting  expectations. 

Local  elected  officials  view  the  rising  cost  of  health 
programs  as  intolerable  and  expect  cost  containment  and 
budget  stability;  consumer  groups  expect  improved  ser¬ 
vices  and  expanded  programs;  State  and  Federal  funding 
sources  expect  visibility  and  accountability  in  the 
funded  activities;  the  Hospital  expects  relief  from  in¬ 
creasing  patient  loads  (inpatient,  outpatient,  and  emergency). 

It  has  become  increasingly  evident  that  the  two 
prime  organizational  characteristics  necessary  to  main¬ 
tain  relevance  and  viability  in  this  complex  setting  are 
capability  and  flexibility  -  capability  to  respond  to 
conflicting  expectations  while  meeting  essential  community 
needs,  flexibility  to  modify  programs  and  reallocate 
resources  as  local  circumstances  and  realities  change. 

The  two  organizational  concepts  of  matrix  organi¬ 
zation  and  management  teams  have  provided  the  Health 
Department  the  opportunity  to  develop  these  character¬ 
istics  by  establishing  advocacy  roles  for  the  various 
conflicting  concepts  and  expectations  and  by  establish¬ 
ing  a  process  for  questioning,  studying,  and  modifying 
activities  to  better  meet  the  multiple  demands  placed 
on  the  Department. 
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The  management  system  provides  the  data  to  evaluate 
the  provision  of  services  and  the  associated  costs  and 
thus  serves  as  the  raw  material  for  the  decisions  on 
program  direction  and  resource  allocation.  The  constant 
pressure  arising  from  limited  resources  and  multiple  de¬ 
mands  has  led  to  ongoing  scrutiny  of  all  activities  and 
the  development  of  alternatives  and  new  methodologies 
for  providing  services.  Because  the  scrutiny  is  so  widely 
spread  through  the  organization,  there  is  a  remarkable 
lack  of  the  "fiefdoms"  so  often  found  in  public  health 
agencies  and  so  prominent  in  this  agency  prior  to  1974. 

One  of  the  most  striking  examples  of  change  in  re¬ 
source  allocation  and  innovation  has  come  in  the  acti¬ 
vities  of  public  health  nursing  -  the  core  of  traditional 
public  health  programs .  Table  XII  shows  the  number  and 
Table  XIII  shows  the  percent  distribution  of  field  visits 
by  public  health  nursing  staff  from  1970  through  1977. 
These  tables  show  several  significant  changes.  There 
has  been  a  dramatic  decrease  in  the  number  and  propor¬ 
tion  of  field  visits  relating  to  the  traditional  cate¬ 
gorical  public  health  programs.  The  elimination  of 
"routine"  visits  (except  for  the  newborn)  and  the  in¬ 
creased  provision  of  services  in  the  centers  for  which 
records  are  available  to  the  field  nurses  have  allowed 
this  decrease  to  occur  without  evident  ill  effect. 

There  has  been  a  substantial  increase  in  Home  Health 
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Care  in  shown  and  in  nursing  home  visits  (part  of  "other") 
reflecting  an  increase  in  emphasis  on  the  early  discharge 
of  patients  and  the  provision  of  in-home  services.  There 
was  a  significant  decrease  in  total  visits  when  the  pri¬ 
mary  care  centers  were  established  and  field  staff  was 
utilized  in  clinics  (8,000  hours  in  1973,  18,900  hours 
in  1975,  and  11,392  hours  in  1977).  The  gradual  increase 
in  field  visits  occurred  as  clinic  staffs  were  adjusted 
and  as  some  health  aides  were  added  to  provide  support 
services  in  the  home.  This  redirection  of  effort  had 
significant  economic  impact  with  an  estimated  $200,000 
of  revenue  realized  this  fiscal  year  from  the  Home 
Health  Care  activities. 

More  recently,  a  Division  of  Long  Term  Care  has 
been  established  with  the  funds  used  to  provide  care  in 
skilled  and  personal  care  facilities.  Building  on  the 
Home  Health  capability,  alternatives  to  nursing  home 
care  are  being  developed  including  room  and  board  facil¬ 
ities  and  adult  foster  care. 

The  matrix  organization  allows  a  relatively  small 
program  staff  to  have  a  large  impact  through  co-opting 
a  portion  of  the  entire  system.  Thus,  in  late  1976,  the 
Health  Department  provided  a  very  limited  vaccination 
program  for  "swine  flu"  targeted  at  high  risk  groups. 

This  limited  program  was  possible  partly  because  of  the 
capability  to  mount  a  massive  public  program  within 
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10  days  using  internal  resources  with  minimal  supple¬ 
mentation  from  outside  agencies  and  groups.  This 
strategy  probably  reduced  morbidity  from  the  subsequent 
deleterious  neurological  effects  of  the  vaccine. 

While  the  organizational  structure  provides  an 
effective  framework  for  program  modification  through 
questioning  and  negotiation,  the  multiplicity  of  de¬ 
mands  and  the  open  process  of  negotiation  impose  great 
stress  or;  the  management  staff  and  require  high  degree 
of  capability  and  leadership  on  the  part  of  individuals 
in  management . 

The  same  framework  provides  for  the  rapid 
identification  of  problems,  but  the  decentralized 
"bottoms  up"  decision  making  is  often  slow  to  resolve 
the  problems  once  identified.  The  capability  always 
exists  for  imposed  central  resolution  of  pressing 
issues  by  the  Division  staff,  but  many  times,  the 
Division  must  negotiate  with  other  units  (the  hospital 
or  County  Government)  to  arrive  at  resolution. 

The  degree  of  change  in  the  past  three  years  has 
been  great  -  whether  the  Health  Department  can  respond 
in  a  timely  fashion  to  the  increasing  demands  will 
ultimately  determine  the  success  of  the  organization. 
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Maricopa  County  Department  of  Health  Services  -  Division  of  Public  Health 
CUMULATIVE  DISTRIBUTION  OF  THE  NUMBER  OF  ACCOMPLISHED  PUBLIC  HEALTH  NURSING  VISITS  BY  TYPE  OF  SERVICE 
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6.  HEALTH  CARE  FACILITIES 


$15,850,000 


In  Maricopa  County  it  is  estimated  that  between  300,000  and  350,000  of  our  one  million 
population  qualify  under  the  State  law  for  County  health  care.  The  emphasis  is  on 
preventative  nealth  care  with  expansion  of  the  County's  system  of  progressive  total 
care.  No  single  health  delivery  facility  can  effectively  meet  the  needs  of  these 
patients  which  are  scattered  throughout  the  County.  It  is  necessary  to  locate  in 
appropriate  locations  at  least  five  major  health  clinics,  operating  as  integral  parts 
of  the  County  Health  Services. 

The  existing  health  clinics  are  inadequate  to  meet  current  health  care  needs. 

In  1971  there  were  54,577  patients  admitted  to  the  various  health  clinics  for  a  total 
of  142,858  visits.  Based  on  projections  it  is  estimated  that  by  1980  the  County 
health  clinics  should  accommodate  132,000  patients  who  will  require  over  300,000 
visits.  To  help  meet  these  vital  needs  the  construction  of  five  major  health  clinics 
is  considered  top  priority  if  sanctioned  by  the  Task  Force  for  the  Poor  and  approved 
by  the  Comprehensive  Health  Planning  Council  in  close  cooperation  whenever  possible 
with  the  Maricopa  Community  Health  Network. 


6.1  Hospital  Operating  Suite  Addition  ($1,560,000) 

To  enable  the  County  Hospital  to  fulfill  its  mission  properly,  an  addition  of  11,955 
square  feet  of  space  is  needed  to  include  at  least  three  major  operating  rooms  and 
three  general  purpose  minor  surgery  rooms  together  with  appropriate  auxiliary  spaces. 

The  rooms  would  include  various  auxiliary  supporf  monitoring  equipment  and  laminar 
flow  ventilation.  The  U.S.  Department  of  Health,  Education  and  Welfare  recommends 
twenty-three  operating  rooms  for  a  500-bed  hospital  like  the  Maricopa  County  Hospital  - 
(PHS  publication  #1180-A-lb).  The  County  Hospital  currently  has  only  eight  operating 
rooms,  several  of  which  are  poorly  located  for  their  present  functions. 

The  additional  auxiliary  operating  room  space  would  include  an  ambulatory  surgery 
facility  in  which  would  be  located  the  three  minor  operating  rooms.  This  facility 
would  include  a  waiting  area,  control  center,  a  nurse's  office,  an  observation  and 
preparation  area,  dressing  rooms  and  toilets  for  male  and  female,  as  well  as  instrument 
and  sub-sterile  areas.  This  ambulatory  care  area  would  include  one  cystoscopy  room, 
an  endoscopy  room,  a  fracture  cast  room  and  an  adjacent  plaster  room.  Suitable  equipment 
and  storage  space  should  be  incorporated. 

The  expansion  of  the  auxiliary  operating  suite  should  include  space  for  the  following: 

An  expansion  of  the  recovery  room;  an  addition  to  the  sterile  instrument  facilities; 
an  addition  to  the  nurse's  lounge  and  locker  room;  an  addition  to  the  physician's 
locker  room,  dictating  area,  and  lounge;  an  addition  to  the  O.R.  Nurse  administrative 
offices;  construction  of  a  class -conference  room;  and  an  addition  to  the  anesthesiology 
facilities . 


6.2  Burn  and  Trauma  Facility  ($2,130,000) 

This  highly  specialized  facility,  approved  by  the  Maricopa  County  Comprehensive  Health 
Council  to  be  located  at  the  Maricopa  County  General  Hospital,  is  planned  to  be  able 
to  serve  all  trauma  patients  in  the  metropolitan  area  and  whenever  possible  the 
tri-state  area. 

The  original  special  hospital  burn  unit  admitted  its  first  patients  in  1965.  During  the  five 
years  from  1965  to  1970,  there  were  approximately  430  who  were  treated  as  in-patients  and 
800  who  were  treated  as  out-patients.  The  in-patient  load  last  year  was  nearly  150  cases. 
The  new  facility  is  designed  to  be  able  to  handle  all  trauma  cases  and  there  is 
estimated  to  be  250  in-patients  per  year. 
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The  importance  of  this  facility  is  shown  in  the  experience  of  the  last  five  years. 

A  high  percentage  of  burn  trauma  cases  are  either  young  children  under  the  age  of 
five  or  older  persons  over  sixty-five.  The  high  incident  of  serious  motor  vehicle 
injuries  also  will  figure  prominently  in  the  projected  needs  of  this  Burn  and  Trauma 
facility. 

In  the  proposed  20,615  square  feet  of  specialized  facilities  there  will  be  a  capacity 
of  twenty  beds  in  the  Burn  Unit,  fifteen  beds  in  the  Trauma  Unit,  and  five  beds  for 
patients  under-going  plastic  surgery  reconstruction.  The  facility  is  designed  to  be 
an  integral  part  and  to  make  full  use  of  the  County  Hospital  services. 

6.3  Mental  Health  Facility  ($4,420,000) 

If  the  County  is  to  fulfill  the  mandate  to  treat  mental  illness,  our  present  resources 
are  grossly  inadequate.  It  is  estimated  that  in  the  next  ten  years  the  patients 
eligible  for  service  will  double.  One  of  the  most  serious  deficiencies  is  the  absence 
of  specialized  part-time  hospital  facilities.  As  a  result,  there  is  no  County  response 
to  those  patients  of  all  ages  who  need  a  rehabilitation  program  in  order  to  get  back 
on  their  feet  and  end  their  dependence  upon  their  families  and  public  agencies  such  as 
welfare . 

Since  June  15,  1971  there  has  been  an  integration  of  the  Mental  Health  Bureau  and  the 
Psychiatric  Services  at  the  Maricopa  County  General  Hospital.  This  integration  came 
about  as  a  result  of  the  concern  that  the  Psychiatric  Unit  at  the  Hospital  was  too 
highly  focused  on  being  a  mental  health  petition  service  with  not  enough  involvement 
in  treatment.  This  over-balanced  emphasis  had  resulted  in  a  high  institutional 
commitment  rate  to  Arizona  State  Hospital.  Substantiating  this  concern  are  three 
reports  referred  to  as  Vail,  Bower  and  Gooding  reports,  which  were  written  during 
1971  relating  to  the  status  of  mental  health  in  Maricopa  County  as  requested  by  the 
Mental  Health  Task  Force  of  the  Comprehensive  Health  Planning  Council.  All  three 
studies  recommended  that  commitment  to  an  institution  of  the  mentally  ill  should  be 
avoided.  Due  to  consideration  of  these  reports,  concerned  and  cooperative  efforts  on 
the  part  of  the  Mental  Health  Bureau  and  the  Psychiatric  Unit  at  the  County  Hospital 
have  been  initiated  to  reduce  institutional  commitments  to  Arizona  State  Hospital. 

During  1971,  there  was  a  thirty-five  per  cent  reduction  in  Mental  Health  Petitions 
and  a  fifty-six  per  cent  reduction  in  institutionally  committed  patients.  Parallel 
to  the  reduction  of  commitments  have  been  the  much  greater  involvement  of  the  Mental 
Health  Services  in  treatment.  The  combined  services  at  the  County  Hospital  and  the 
Mental  Health  Bureau  in  1971  had  1,602  psychiatric  visits  -  a  thirty-two  per  cent 
increase.  A  staff  of  only  five  psychiatrists,  nine  social  workers,  three  caseworkers, 
one  psychologist,  three  medical  transcribers,  two  stenographers,  one  typist,  and 
nursing  service  for  thirty-six  beds  handled  this  extraordinary  heavy  work  load. 

The  conditionally  discharged  patients  from  Arizona  State  Hospital  are  a  new  population 
that  will  require  services.  The  Attorney  General's  Opinion  of  May  27,  1971  stated  in 
part:  "The  County  Board  of  Supervisors  has  an  affirmative  duty  to  provide  medical 

treatment  to  all  indigent  patients  suffering  from  physical  or  medical  infirmities, 
where  the  indigent  has  been  either  conditionally  or  completely  discharged  from  the 
Arizona  State  Hospital."  Based  on  an  annualized  rate,  approximately  616  patients  will 
be  discharged  into  Maricopa  County  in  1972.  This  figure  includes  only  psychiatric 
patients  and  excludes  geriatric  (old  age)  problems  and  patients  under  age  18.  Another 
fact  not  too  well  known  is  that  mental  health  has  been  left  out  of  all  of  the  major 
national  insurance  proposals  under  consideration  by  Congress. 
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The  County  bond  issue  is  of  crucial  importance  as  it  contains  a  proposal  for  a  mental 
health  facility  containing  92  beds  to  be  built  adjacent  to  the  County  Hospital,  as 
well  as  Mental  Health  Services  in  the  five  proposed  neighborhood  clinics.  The 
Psychiatric  In-patient  Service  at  the  County  Hospital  has  36  beds  and  is  now  admitting 
close  to  170  patients  a  month.  This  means  the  average  length  of  stay  is  approximately 
five  days,  as  compared  to  a  national  average  of  17  days  in  a  psychiatric  unit  of  a 
general  medical-surgical  hospital.  If  the  psychiatric  unit  of  the  County  Hospital  were 
to  simply  respond  to  the  current  national  average,  the  number  of  beds  at  least  would 
have  to  double. 

The  Mental  Health  Facility  proposed  in  the  bond  issue  is  to  be  a  single  level  building 
of  approximately  56,208  square  feet  to  be  located  at  the  County  Hospital  site  next  to 
the  Arizona  State  Hospital.  This  facility  would  handle  short  term  in-patient  care, 
day  care,  night  care,  and  out-patient  services  and  as  an  integral  part  of  the  County 
Hospital  Complex,  would  establish  a  joint  working  relationship  with  the  County  and 
the  State  Hospital  to  provide  a  system  of  progressive  care. 

6.4  Health  Clinic  -  Southeast  County  Center  ($1,500,000) 

The  Southeast  County  Health  Clinic  will  be  located  on  the  proposed  forty  acre  County 
Center  to  serve  the  Mesa,  Tempe ,  Chandler,  and  Guadalupe  communities  and  surrounding 
areas.  The  clinic  will  be  a  single  level  structure  of  23,152  square  feet.  It  will 
house  the  medical,  dental,  nursing,  laboratory,  pharmaceutical,  clerical  and  other 
related  staff  in  addition  to  a  sanitation  staff.  The  clinic  will  provide  mental 
health,  pediatric,  medical,  surgical,  family  planning  and  maternity  services  and  in 
addition,  be  equipped  with  a  variety  of  special  clinics  to  combat  such  afflictions  as 
cardiovascular  disturbances,  glaucoma,  venereal  disease,  tuberculosis  and  diabetes. 

This  health  service  center  should  be  open  seven  days  a  week  and  twenty-four  hours  a 
day  with  facilities  to  hold  a  patient  overnight. 

6.5  Health  Clinic  -  East  Phoenix  ($1,500,000) 

This  Health  Clinic  will  be  a  23,152  square  foot  building  located  in  the  far  eastern 
portion  of  Phoenix  in  order  also  to  serve  Scottsdale.  Like  the  other  clinics,  it  will 
provide  mental  health,  pediatric,  medical,  surgical,  family  planning  and  maternity 
services.  The  facility  will  have  various  specialized  clinics  to  combat  tuberculosis, 
venereal  disease,  glaucoma,  cardiovascular  disturbances,  diabetes,  etc.  Treatment 
rooms,  dressing  facilities,  waiting  rooms ,  office  space  for  nurses,  sanitarians, 
clerical  personnel,  and  other  professionals  will  be  included  in  the  structure,  and  its 
construction  will  require  the  purchase  of  3  acres  of  land.  The  clinic  is  planned  to 
be  open  seven  days  a  week  and  twenty-four  hours  a  day  with  facilities  to  hold  a  patient 
overnight . 

6.6  Health  Clinic  -  South  Phoenix  ($1,230,000) 

The  South  Phoenix  Health  Center  will  replace  the  Health  Center  which  the  County 
currently  shares  with  the  LEAP  Organization  of  the  City  of  Phoenix.  There  are  limited 
out-patient  clinic  services  being  provided  by  the  Health  Department  in  South  Phoenix 
and  this  is  one  of  the  critical  areas  of  health  care  need.  This  is  to  be  a  single 
level  building  with  an  area  of  18,994  square  feet  to  be  located  on  three  acres  of  land. 
It  will  include  treatment  rooms,  dressing  facilities,  waiting  rooms  and  office  space 
for  nurses,  sanitarians,  clerical  personnel  and  other  professionals,  who  will  provide 
mental  health,  pediatric,  medical,  surgical,  family  planning  and  maternity  services. 
There  are  special  clinics  to  help  combat  diseases  such  as  tuberculosis,  diabetes, 
venereal  disease,  cardiovascular  disturbances  and  glaucoma. 
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6.7  Health  Clinic  -  Southwest  County  Center  ($1,490,000) 


The  Health  Clinic  proposed  for  the  Southwest  County  Center  in  the  vicinity  of  Dysart 
Road  and  Van  Buren  Street  is  to  be  a  single  level  building  of  23,152  square  feet. 

This  structure  will  replace  a  temporary  2,800  square  foot  facility  comprised  of  three 
trailers.  The  new  building  will  include  treatment  rooms,  dressing  facilities,  waiting 
rooms,  office  space  for  nurses,  sanitarians,  clerical  personnel  and  other  professionals. 
In  addition  to  the  mental  health, pediatric ,  medical,  surgical,  family  planning  and 
maternity  services  offered  by  the  clinic,  a  variety  of  special  clinics  will  be 
established  to  combat  cardiovascular  disturbances,  glaucoma,  venereal  disease,  and 
tuberculosis . 

This  clinic  would  serve  the  Avondale-Tolleson-Goodyear  area,  but  the  Maricopa 
Community  Health  Network  and  any  other  private  provider  of  health  services  will  be 
consulted  before  final  determination  if  this  clinic  at  this  site  should  be  provided 
by  the  County  Health  Services.  In  this  combined  effort,  careful  consideration  must 
be  given  for  the  needs  of  the  areas  surrounding  Buckeye  and  Gila  Bend. 

6.8  Health  Clinic  -  Glendale  ($1,240,000) 

The  Health  Clinic  will  be  located  in  the  Glendale  area  to  serve  the  northwest  portion 
of  the  County,  including  Wickenburg  and  Aguila.  The  facility  will  be  a  single  level 
structure  of  18,994  square  feet,  and  would  house  medical,  dental,  nursing,  laboratory, 
pharmaceutical,  clerical  and  other  related  staff  in  addition  to  a  sanitation  staff. 

The  clinic  will  provide  pediatric,  medical,  surgical,  family  planning  and  maternity 
services,  and  in  addition,  be  equipped  with  a  variety  of  special  clinics  to  combat 
such  afflictions  as  cardiovascular  disturbances,  glaucoma,  venereal  disease,  tuber¬ 
culosis,  diabetes,  etc. 

6.9  Health  Services  Office  Facility  ($780,000) 

With  the  creation  of  the  Department  of  Health  Services  two  years  ago  to  coordinate 
and  develop  comprehensive  health  care,  there  exists  a  critical  need  for  office  space 
to  administer  widely  diversified  health  service  programs.  Presently,  office  space 
is  so  limited  that  valuable  clinic  area  is  being  taken  up  by  administrative  functions. 
Based  on  current  usage,  available  space  to  house  necessary  personnel  and  equipment 
will  be  critical  soon.  With  the  addition  of  13,200  square  foot  for  an  administrative 
facility,  space  in  the  present  Central  District  Health  Office  could  be  released  to 
serve  these  expanding  clinic  needs. 
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BOND  ISSUE  RECOMMENDATIONS 
MARICOPA  COUNTY  CITIZENS  ACTION  COMMITTEE  1971-72 


SUMMARY  OF  COST  ESTIMATES 


Revised  April 


1.  Parks  and  Recreation  Facilities  ....  .  , 

1.1  General  Land  Purchase 

1.2  Additional  Hiking  and  Riding  Trails  within  parks 

1.3  Trail  Rights  of  Way 

1.4  White  Tank  Mountain  Regional  Park 

1.5  Estrella  Mountain  Regional  Park 

1.6  Bicycle  Paths;  develop  68  miles 

1.7  Park  Development  at  eight  County  Service  Areas 

1.8  Casey  Abbott  Recreation  Area 

1.9  Cave  Creek  Recreation  Area 

1.10  Usery  Mountain  Regional  Park 

1.11  McDowell  Mountain  Regional  Park 

1.12  Lake  Pleasant  Regional  Park 

1.13  Paradise  Valley  Park 

1.14  Buckeye  Hills  Recreation  Area 

1.15  Canal  Parks  along  Trail  System 

1.16  Thunderbird  Recreation  Area 


$4,360,000 

200,000 

170,000 

640,000 

440,000 

170,000 

60,000 

410,000 

440,000 

560,000 

870,000 

940,000 

210,000 

600,000 

30,000 

430,000 


County  Service  Facilities  . 

2.1  Central  Records  Facility 

2.2  Central  Purchasing  and  Warehouse  Facilities 

2.3  Remodel  Administration  Facilities 

2.4  Agricultural  Extension  Building 

2.5  Equipment  Repair  Facilities 

2.6  Community  Service  Facilities 

2.7  Land  Costs  for  Sanitary  Landfill  and  County  Centers 


$4,080,000 

2,610,000 

790,000 

510,000 

700,000 

310,000 

250,000 


3.  Juvenile  Courts  and  Detention  Home  Facilities  . 

3.1  Juvenile  Detention  Home  -  Durango  Center 

3.2  Juvenile  Courts  and  Probation  -  Durango  Center 

3.3  Juvenile  Traffic  Court  &  Probation  -  SE  County  Center 

3.4  Juvenile  Traffic  Court  &  Probation  -  SW  County  Center 


$  3,610,000 
2,530,000 
310,000 
230,000 


4.  Courts  Facilities  . 

4.1  Superior  Courts  and  Legal  Facilities 

4.2  Medical  Examiner  -  Office  and  Morgue 

4.3  Remodel  Old  Courthouse 

4.4  Scottsdale  Courts  and  County  Attorney  Office 


$16,500,000 

650,000 

550,000 

330,000 


Sheriff  Facilities  . 

5.1  Sheriff  Facility  -  Durango  Center 

5.2  Sheriff  Facility  -  Southeast  County  Center 

5.3  Sheriff  Facility  -  Southwest  County  Center 

5.4  Sheriff  Facility  -  County  Complex 


$3,500,000 

4,330,000 

4,260,000 

2,130,000 


6.  Health  Care  Facilities  . 

6.1  Hospital  Operating  Suite  Addition 
Burn  and  Trauma  Facility 
Mental  Health  Facility 

Health  Clinic  -  Southeast  County  Center 
East  Phoenix 
South  Phoenix 
Southwest  County  Center 
Glendale 


6.2 

6.3 

6.4 

6.5 

6.6 

6.7 

6.8 

6.9 


Health  Clinic 
Health  Clinic 
Health  Clinic 
Health  Clinic 


Health  Services  Office  Facility 


$1,560 

2,130 

4,420 

1,500 

1,500 

1,230 

1,490 

1,240 

780 


,000 

,000 

,000 

,000 

,000 

,000 

,000 

,000 

,000 


7.  Governmental  Mall  Parking  Facility  . 

8.  Governmental  Mall  Land  for  Future  Use 


on 


14,  1972 
$10,530,000 


$  9,250,000 


$  6,680,000 

$18,030,000 

$14,220,000 

$15,850,000 


$  5,710,000 
$  1,250  ,000 


Grand  Total  $81,520,000 
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MARICOPA  COUNTY  DEPARTMENT  OF  HEALTH  SERVICES 

Division  of  Public  Health 

MEMO  TO:  Ellis  D.  Sox,  M.D.,  Deputy  Director 

Arthur  D.  Nelson,  M.D.,  Hospital  Director 

FROM:  George  B.  Rowland,  M.D.,  Director  of  Medical  Services 

SUBJECT:  Report  on  Ambulatory  Care  Committee 


The  Ambulatory  Care  Committee  met  three  times;  on  October  30,  November  13,  and 
December  4,  1972.  In  all  three  meetings,  the  discussion  was  lively  and  I  felt 
that  the  interchange  of  ideas  was  productive  -  in  spite  of  the  fact  that  many 
problems  were  left  unsolved. 

The  summary  which  follows  is  separated  into  two  parts:  subjects  for  which 
definite  recommendations  were  made  and  subjects  on  which  no  recommendations 
were  made. 

The  objectives  of  the  Committee  were  outlined  in  the  original  background 
material  (Appendix  II-A)and  in  general  were  followed,  if  not  entirely  met. 

I.  Pharmacy 

A.  Recommendations 

1.  That  formulary  should  be  same  for  entire  Department  of  Health 
Services. 

2.  That  prescribing  regulations  concerning  duration  of  prescriptions 
and  refill  policy  be  applied  to  the  entire  Department  of  Health 
Services . 

3.  That  a  limited  and  standardized  formulary  of  drugs  be  stocked 
at  each  major  clinic  site  (see  Appendix  II-B) . 

4.  That  satellite  clinics  (weekly  or  monthly)  have  an  even  more 
limited  stock  of  drugs  and  that  these  be  drawn  from  the  major 
clinic  which  is  proximate. 

5.  That  a  prescription  v/ritten  by  any  Department  of  Health  Services 
physician  be  honored  by  any  pharmacy  within  the  Department  provided 
patients  are  eligible  for  care. 

6.  That  a  uniform  and  standardized  prescription  form  be  designed  and 
implemented. 

7.  That  since  refills  are  currently  not  authorized  (except  for  TB, 

Family  Planning,  and  Psychiatry) ,  the  problem  of  patients  requiring 
additional  medication  and  having  to  go  to  the  hospital  for  evaluation 
and  refill  could  best  be  handled  by  appropriate  referral  of  patients 
to  outlying  clinics  more  proximate  to  the  patient. 
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8.  Refills  in  outlying  areas  can  only  be  given  at  location  of  ongoing 
medical  care. 

B.  Questions  Unresolved 

1.  Should  pharmacy  fill  prescriptions  in  general  or  even  prescriptions 
for  defined  subsets  of  drugs  (such  as  for  acute  conditions)  for 
eligible  individuals  but  written  by  physicians  outside  the  Department. 

II.  Relationships  between  District  Health  Officers  and  Chiefs  of  Pharmacy, 

Laboratory,  and  X-ray  regarding  the  technical  personnel  working  in  outlying 
clinics. 

A.  Recommendations  -  none. 

B.  Question  unresolved  - 

Discussion  was  held  to  explore  the  proper  roles  of  the  Chiefs  of  support 
services  and  District  Health  Officers  in  relationship  to  pharmacists, 
laboratory  personnel,  and  (in  the  future)  x-ray  personnel  assigned  to 
District  Clinics.  While  there  was  general  agreement  that  the  Chiefs 
of  Service  should  have  technical  input,  it  was  undecided  what  degree  of 
control  they  should  have  in  hiring,  staffing,  training,  and  quality 
control.  Dr.  Kaufman  was  requested  to  set  up  meetings  with  appropriate 
Chiefs  and  DHOs  to  explore  the  question  and  write  a  summary  of  their 
suggestions. 

Subsequent  to  these  meetings,  a  memorandum  from  Dr.  Farnsworth,  dated 
November  17,  1971,  was  noted  which  seemed  to  give  the  Chief  of  Pharmacy 
wide  control  of  pharmacy  services  in  the  Division  of  Public  Health.  (See 
Appendix  II-C) . 

Ill,  Scope  of  Services  in  Outlying  Clinics 
A.  Recommendations  - 

1.  Surgical  procedures  at  primary  care  level  be  limited  to  suturing 
of  minor  lacerations. 

2.  Laboratory  services  in  outlying  clinics  should  be  provided  by  medical 
technologists  instead  of  current  practice  of  using  laboratory 
technician. 

That  a  standardised  and  uniform  set  of  laboratory  procedures  be 
available  at  each  type  of  clinic. 


3. 
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B.  Questions  Unresolved 

Considerable  discussion  was  carried  on  about  the  scope  of  services  to 
be  offered  in  outlying  clinics  and  two  sets  of  criteria  for  services 
emerged;  what  one  would  like  and  what  one  could  justify.  There  was 
general  agreement  that  clinics  now  operational  such  as  Avondale,  Glendale, 
Chandler,  and  Guadalupe  should  offer  family  centered  care.  The  following 
workload  relationships  were  suggested; 

1.  A  physician  can  probably  see  about  40  patients  per  day  in  a  primary 
care  setting,  utilizing  supporting  staff. 

2.  A  pharmacist  can  fill  about  150  prescriptions  per  day,  assuming  that 
medication  is  largely  prepackaged  and  that  the  pharmacists'  role  in 
patient  education  and/or  drug  profiles  is  not  expanded. 

3.  The  number  of  prescriptions  per  patient  is  variable  (in  November, 
Guadalupe  clinic  averac/od  1.1  Rx  per  patient  and  Chandler  averaged 
1.9  Rx  per  patient)  and  probably  runs  around  1.7. 

4.  A  medical  technologist  could  run  about  1000  tests/month  if  the  tests 
were  limited  to  those  recommended  in  Appendix  II-D  as  appropriate  for 
the  primary  care  setting.* 

5.  X-ray  facilities  probably  cannot  be  justified  at  this  level  but 
further  definition  needs  to  be  done. 

A  somewhat  logical  team  would  therefore  be  2  physicians,  a  pharmacist,  and 
a  medical  technologist  with  a  clinic  load  of  about  80  patients  per  day.  If 
utilization  rates  average  2  visits  per  year  per  person,  this  team  could  serve 
10,000  population;  if  4  visits  per  year,  5,000. 

A  graded  system  of  care  idea  was  presented  to  the  committee  (see  Appendix  II-E) 
but  no  action  was  taken. 

Discussion  took  place  regarding  the  place  and  function  of  the  infrequently 
held  rural  clinics  such  as  Aguila,  Uickenburg,  5uckeye,  Queen  Creek,  etc. 

Dr.  Kaufman  felt  these  were  a  valuable  service  to  the  communities  and  that 
they  served  to  attract  individuals  to  utilize  preventive  services.  On  the 
other  hand,  difficulties  in  referral  to  these  clinics  and  difficulty  in 
providing  support  services  such  as  laboratory  and  pharmacy  limited  their 
usefulness.  No  specific  recommendations  were  made  on  this  subject. 


* 


Laboratory  utilization  rates  for  outlying  clinics  were  not  available. 
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Referral  Patterns  and  barriers  to  them: 

A.  Recommendations: 

1.  That  consideration  be  given  to  determining  the  location  where  primary 
care  will  be  given  and  printing  this  on  the  identification  card. 

2.  That  a  group  be  appointed  to  establish  procedures  for  transmittal  of 
patient  information  as  well  as  referral  procedures  within  the  Department. 
It  was  apparent  that  many  groups  were  already  working  on  portions  of 

the  problem. 

3.  That  information  on  referrals  (frequency,  location,  and  reasons)  be 
systematically  collected  for  a  defined  period  of  time  as  there  is 
little  information  available  at  present. 

4.  That  the  personal  health  card  currently  in  use  by  the  Health  Depart¬ 
ment  be  utilized  to  provide  information  to  hospital  clinics  on 
medical  care  rendered  and  that  they  be  modified  to  better  accomplish 
this  purpose.  (See  Appendix  II-F) 

B.  Questions  Unresolved: 

There  were  several  factors  which  were  thought  to  hamper  referral  systems 

at  present.  Some  of  these  were: 

1.  Differing  eligibility  criteria  at  different  sites  resulting  in 
confusion  as  to  who  can  go  where. 

2.  Differing  capabilities  in  different  clinic  sites  and  through  time 
(i.e.  lab  facilities) . 

3.  Previous  dissatisfaction  with  referral  process  such  as  lack  of 
information  return  or  misunderstanding  of  reason  for  referral. 

4.  Lack  of  knowledge  about  outlying  clinics. 

5.  Lack  of  current  data  on  referral  patterns. 

It  was  felt  that  many  of  these  problems  were  beyond  the  scope  of  the 

Committee;  however,  several  steps  were  taken  to  assist: 

1.  Procedure  for  direct  admission  was  developed. 

2.  Nursing  staff  was  alerted  to  problems  and  the  necessity  for  return 
of  information. 
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3.  Telephone  consultations  have  been  encouraged . 

4.  Committee  members  will  make  efforts  tc  improve  referral  utilization 
in  their  own  areas. 

V.  The  Problem  Oriented  Record 

The  problem  oriented  record  is  being  implemented  in  several  parts  of  the 
hospital  at  present. 

A.  Recommendations 

1.  That  a  program  for  in-service  education  be  set  up  for  Public  Health 
and  Hospital  physicians  to  orient  them  to  the  problem  oriented  record. 
Dr.  Lenhardt  is  currently  working  on  this. 

2.  That  the  problem  oriented  record  be  adopted  in  the  outlying  clinics. 

B.  Questions  unresolved  -  none. 

VI.  Quality  of  Care 

The  Committee  recognized  the  difficulty  in  establishing  a  mechanism  to 
review  quality  of  outpatient  care  but  recommended  that  a  mechanism  be  devised. 

VII.  Conclusions 

This  committee  provided  a  forum  for  many  problems  and  has  set  in  motion  a 
variety  of  activities  both  formal  and  informal  designed  to  bring  together 
the  outlying  clinics  and  the  hospital. 

Its  activities  have  been  suspended  at  present;  but  it  was  felt  that  the 
Committee  should  remain  in  existence  and  meet  in  three  months  or  so  to  consider 
progress  and  problems.  The  future  existence  and  activities  of  the  Committee 
will  depend  on  the  joint  wishes  of  Dr.  Sex  and  Dr.  Nelson. 


gab 


cc:  DHOs 

Bureau  Chiefs 
Committee  Members 
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AMBULATORY  CARE  COMMITTEE 


I.  Background 


The  department  of  Health  Services  is  committed  to  developing 
a  system  of  medical  care  with  coordination  of  services  among  inpatient 
care,  outpatient  care,  outpatient  hospital  based  care  and  outpatient 
clinic  based  care. 

Such  a  system  requires  the  input  of  many  sources  and  the 
development  of  patient  referral  and  flow  patterns.  The  system  cannot 
be  expected  to  spring  fully  developed  from  a  few  meetings,  however  the 
process  of  development  needs  goals  and  guidelines. 

The  County  originally  started  outpatient  clinics  on  the 
Westside  with  Federal  money  to  provide  health  care  for  migrant  workers. 
Over  the  past  few  years,  with  County  funds,  these  have  expanded  into  the 
beginning  of  a  system  of  outpatient  clinics.  At  the  present  time,  the 
following  family  health  clinics  are  operating: 

Glendale  District  Office 


Aguila 

3rd  Friday  each  month 

all  day 

Avondale 

Mon.  -  Fri. 

all  day 

Buckeye 

Fri. 

all  day 

Cashion 

Tues . 

all  day 

El  Mirage 

Tues.,  Thurs. 

all  day 

n  :  i  ~ 

J.  1.  C*  iJ  C  tiVi 

V7ed. 

all  day 

Glendale 

Mon.  -  Fri. 

all  day 

Harquahala 

2nd  and  4th  Mon. 

morning 

Tollcson 

Thurs . 

all  day 

Wittman 

2nd  Wed. 

all  day 

VJickenburg 

Mesa  District  Office 

Mesa 

Thurs . 

all  day 

Chandler 

Mon.  -  Fri. 

afternoon 

Guadalupe 

Mon.  -  Fri. 

morning 

Queen  Creek 

2nd  and  4th  Fri. 

all  day 

In  addition, 

the  Children  and  Youth 

project  located  a 

First  Avenue  sees  children  from  birth  to  18  years  for  comprehensive 
outpatient  care. 

At  the  present  time,  there  are  no  family  health  clinics  in 
the  Central  District  or  in  South  Phoenix;  however  with  the  further  de¬ 
velopment  of  outpatient  clinics  which  was  authorized  in  the  bond 
election,  there  may  be  the  addition  of  clinics  in  these  areas. 


There  is  remarkably  little  data  on  existing  patterns  of 
care  within  the  County.  The  points  of  entry  into  the  system  are  ill 
defined  as  are  patient  habits  in  obtaining  follow-up  care.  Patterns  of 
referral  between  clinic  staff  are  ill  defined,  and  little  information 
on  utilization  patterns  is  available  beyond  simple  workload  statistics. 

In  June  of  1972,  a  report  was  released  called  "A  Plan  for 
Planning"  which  defined  areas  within  our  services  for  which  long-term 
Pi  anning  was  needed.  This  report  recommended  an  ambulatory  care 
planning  committee  as  one  aspect  of  a  total  planning  effort.  While  the 
recommendations  of  this  committee  were  never  acted  upon,  the  need  for 
direction  in  the  development  of  outpatient  services  is  acute.  It  is 
hoped  that  this  committee  can  provide  direction. 

In  order  to  allow  the  rapid  achievement  of  objectives  with 
a  minimum  of  meeting  time,  I  am  taking  the  liberty  of  suggesting  some 
objectives  and  also  of  listing  areas  of  specific  concern. 


II.  Goal  of  the  Committee 

To  develop  recommendations  concerning  the  role  of  the  out¬ 
patient  clinics  and  to  suggest  guidelines  for  their  growth. 


III.  Objectives  of  the  Committee 

A.  To  develop  a  functionally  oriented  definition  of  the 
scope  of  services  to  be  offered  in  the  outpatient  clinics. 

B.  To  develop  recommendations  concerning  the  referral  of 
patients  between  the  hospital  inpatient,  hospital  outpatient,  and  clinic 
outpatient  areas. 

C.  To  recommend  methods  of  increasing  awareness  and  utili¬ 
zation  of  the  various  parts  of  the  system  among  the  professional  staffs. 

D.  To  make  recommendations  concerning  the  drug  formulary 
in  outlying  clinics,  relating  this  to  the  previously  defined  scope  of 
services . 


E.  To  recommend  methods  of  evaluating  the  quality  of  care 
in  outpatient  clinics  and  methods  of  maintaining  quality  of  care  at  an 
acceptable  level. 

F.  To  develop  an  approach  to  maintaining  an  effective 
transfer  of  information  among  the  various  aspects  of  the  system. 

G.  Others  as  may  be  defined. 


2. 


Some  Areas  of  Concern 


1.  Referral  of  patients* 

2.  Transfer  of  information  relating  to  care  which  has  been 
given  to  the  location  where  care  will  be  given. 

3.  Educational  opportunities  for  physicians  in  outlying  areas. 

4.  Barriers  to  patient  referral: 

a)  differing  eligibility 

b)  lack  of  needed  medication  or  laboratory  services 

c)  other 

To  keep  the  committee  manageable,  the  size  will  be  small, 
consisting  of  individuals  to  represent  facets  of  the  system.  It  is 


hoped  that  these  individuals  will  obtain 
they  are  representing. 

The  committee  is  tentatively 

Ha  me 

Raymond  Kaufman,  M0D. 

William  Baum,  M.D. 

Sidney  Fillmore,  M.D. 

George  Rowland,  M.D. 

Kipp  Charleton,  M.D. 

Lois  Dickinson,  RN 
Marian  Rosen,  RN 

David  Gordon 
Ricardo  Camponovo,  M.D. 

Audrey  Holm 
Juanita  Phillips 
Harry  Hale,  M.D. 

John  Heaton,  M.D. 

Pearl  M.  Tang,  M.D. 

Eleanor  Curran,  RN 
James  Matters 


additional  input  from  these 

et  as  follows: 

Representing 

Westside  Outpatient  Clinics 
District  Health  Officers 

Hospital  Outpatient  Clinics 

Outreach  Specialty  Services 

Health  Dept.  Medical  Services 

Department  of  Pediatrics 

Health  Dept.  Clinic  Nursing 

Eastside  Outpatient  Clinics 
Public  Health  Nursing 

Pharmacy  Service 

Laboratory  Service 

Hospital  Administration 

Hospital  Nursing 

Department  of  Surgery 

Deportment  of  Medicine 

Bureau  of  Maternal  &  Child  Health 

Bureau  of  Nurses 

Bureau  of  Social  Services 
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PRE-PACKAGED  MEDICATION'S  * 


Acetaminophen  (Tylenol)  300  mg. 

Aid  ac  t  a  z  id  e 

Aldomet  (Methyldopa)  250  mg. 
Aminophyllin  Tablets  100  mg. 
Ampicillin  250  mg.  500  mg. 

APC 

APC  with  Phenobarbital  (APC-PB) 
Apresoline  (Hydralazine)  Tabs.  25  mg. 
Ascorbic  Acid  250  mg. 

ASA  (Aspirin)  Tablets  300  mg. 

ASA  E.C.  300  mg. 

Aspirin  (E.C.)  600  mg. 

Aspirin  Suppositories  300  mg. 

Azo-Gantanol 

Azo-Gantrisin 

Benadryl  25  mg . 

Benadryl  50  mg. 

Benemid  (Probenecid)  Tabs.  500  mg. 
Buffered  Aspirin  (ASA)  300  mg. 
Butazolidin  (Phenylbutazone)  100  mg. 
Calcium  Lactate  300  mg. 

Chloral  Hydrate  500  mg. 
Chlorpheniramine  4  mg. 

Conjugated  Estrogens  (Evex)  0.625  mg. 
Coumad in  5  mg . 

Dalmane  (Flurazcpam)  15  mg. 

Darvon  32  mg. 

Darvon  65  mg. 

DBI-TD  (Phenf ormin-TD)  50  mg. 
Diabincse  (Chlorpropamide)  250  mg. 
Digoxin  0.25  mg. 

Dilantin  Caps.  100  mg. 

Dilantin  with  Phenobarbital  15  mg. 
Dilantin  with  Phenobarbital  30  rag. 
DSS  Caps.  100  mg. 

Dulcolax  Tabs.  5  mg. 

Dulcolax  Suppositories  10  mg. 

Dymelor  Tabs.  500  mg. 

Elavil  Tabs.  10  mg. 

Elavil  Tabs.  25  mg. 

E-Mycin  Tabs.  250  mg. 

Esidrix  Tabs.  50  mg. 

Ferrous  Sulfate  Tabs.  300  mg. 
Gantanol  Tabs.  500  mg. 

Indocin  Caps.  25  mg. 

I  Nil  Tabs.  100  mg  . 

INH  with  B6  Tabs. 

Ismelin  Tabs.  10  mg. 

Isordil  Tabs.  5  mg. 

Keflex  Caps.  250  mg. 

Lasix  Tabs.  40  mg. 


Librium  Caps. 
Librium  Caps. 
Librium  Caps.  25 
Macrodant in  Caps. 
Macrodantin  Caps. 
Marax  Tabs. 
Mellaril  Tabs. 
Mellaril  Tabs. 
Mellaril  Tabs. 
Mellaril  Tabs. 
Meprobamate  Tabs 


5  rag  . 

10  mg 


mg  . 

5  0  mg  . 
100  mg 

10  mg  . 

25  mg. 

5  0  mg  . 

100  mg . 

.  400 


mg  . 

Methaqualone  Caps.  200  mg. 
Methenamine  Mandelate  500  mg. 
Methenamine  Mandelate  1  gm. 
Milk  of  Magnesia 
Mineral  Oil 

Mysoline  Tabs.  250  mg. 

Orinase  Tabs.  500  mg. 

Pen  VK  Tabs.  250  mg. 
Phenazopyridine  Tabs.  100  mg. 
Phenobarbital  Tabs.  15  mg. 
Phenobarbital  Tabs.  30  mg. 
Potassium  Chloride  Elixir 
Prednisone  Tabs.  5  mg. 

Pro-Ban  thine  Tabs.  15  mg. 

Prop. e sty  1  Caps.  250  mg. 
Quinidine  Sulfate  200  mg.  Tabs 
Quinine  Sulfate  Caps.  200  mg. 
Quinine  Sulfate  Caps.  300  mg. 
Reserpine  Tabs.  0.25  mg. 
Scodonnar  Elixir 
Scodonnar  Tabs. 

SSKI  (Satur.  Potassium  Sol.) 
Sulfisox azole  Tabs.  5  gm. 
Tetracycline  Caps.  250  mg. 
Theophyllin  Elixir 
Thorazine  Tabs.  10  mg. 
Thorazine  Tabs.  25  mg. 
Thorazine  Tabs.  50  mg. 

Thyroid  Tabs.  60  mg. 

Timed  Caps  (Afko-Hist) 

Tofranil  Tabs.  25  mg. 

Tolinase  Tabs.  250  mg. 
Trihexyphenidyl  Tabs. 
Trihexyphenidyl  Tabs. 

Valium  Tabs.  2  mg. 

Valium  Tabs.  5  mg. 

Valium  Tabs.  10  mg. 

Vitaphen  Tabs. 


mg 

mg 


* 


Pediatric  drugs  and  injectobles  and  topical  preparations  are  still  being  prepared. 
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MEMO  TOi 

.Deputy  Director,  Publ 
Acting  Administrator, 
Mr.  S*  David  Gordon 

FEO.’fc 

Stanford  F.  Farnswort 

Assistant  County  Mana 

BVBJICTi 

Administrative  Order: 

The  Department  of  Hea 
responsibility  of  the  Maricopa 

services  to  the  Hospital  and  th 
any  other  component  of  the  depa 


1c  Health*'"  Dot.  November  17,  1971 


Responsibility  for  Pharmacy  Services 

1th  Services  establishes  by  this  order  the 
County  General  Hospital  to  provide  pharmacy 
e  Public  Health  Division,  its  districts,  and 
rtment  needing  pharmacy  services. 


C 


The  Hospital  Administrator  is  designated  as  the  provider  of  phar¬ 
macy  services,  and  it  shall  assign  this  responsibility  to  its  Chief  Pharmacist, 
Mr.  S.  David  Gordon,  who  shall  report  directly  to  the  Hospital  Administrator. 

As  the  contractor  for  providing  pharmacy  services  within  the  Department  of 
Health  Services,  the  Hospital  Administrator  shall  provide  budget  support  for 
the  total  activities  assigned  to  Mr.  Gordon.  This  order  relieves  the  Public 
Health  Division  and  other  components  from  any  responsibility  for  planning  or 
conducting  pharmacy  services. 


Mr.  Gordon  shall  control  directly  all  personnel  engaged  in  phar¬ 
macy  activities  and  budgets  pertaining  to  pharmacy  regardless  of  the  location 
of  services. 

Complaints  or  criticisms  pertaining  to  pharmacy  services  will  flow 
up-line  channels  and  Dr.  Sox,  Public  Health  Division,  shall  convey  complaints 
from  his  jurisdiction  to  the  Director  of  the  Department  of  Health  Services. 


This  order  is  effective  November  22,  1971. 


SFF/dh 


cc:  County  Manager 

Assistant  County  Manager  for  Finance 
Personnel  Director,  County 


Health  Services  Controller 
Health  Services  Personnel 
Juvenile  Home,  Medical  Services 


a—  "  ■ 


A  ^ 


m  \ 


r  . 
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Proposed  list  of  laboratory  tests  to  be  performed  in  the 
peripheral  clinics: 

1.  Chemistry 

a.  Sugars 

b .  BUN 

c.  Total  protein 

2.  Hematology 

a.  CBC  (includes  RBC ,  WBC,  Hemoglobin,  Hematocrit) 

b.  Platelet  count 

c.  Prothrombin  time 
c.  Sedimentation  rate 

3.  Urinalysis 

a.  Chemistry 

b.  Sediment 

4 .  Bacteriology 

Only  obtaining  the  specimen  ("plating"  to  be  discussed) 

5.  ..isccllanecus 

=  .  Occult  bleed  (feces  and  urine) 
b.  Bleeding  time 

Proposed  personnel: 

For  one  shift  (3  hours):  minimum  of  one  Medical  Technologist 
per  a  maximum  of  1000  tests  per  month.  (two  Medical 
Technologists  should  be  considered  to  cover  days  off, 
vacation,  illness,  etc.) 

Proposed  minimum  equipment  for  the  above  tests: 

a.  Binocular  microscope 

b.  Spectrophotometer 

c.  Centrifuges  (2) 

d.  Required  glassware 

e.  Ref ractometer 

Approximate  cost:  $6,000 

Minimum  space:  200  sq.ft,  with  36-33  linear  ft.  of  bench  space 


RLC : gf 
11-10-72 


STAFF  D'Ol  8-10  PHYSICIANS 

T  RESPIRATORY  THERAPY 
SUPPORT 

COMMUNITY  NURSING 
HEALTH  EDUCATOR 
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LABORATORY  (PATHOLOGIST  1  ) 


population  served  10,000  for  primary  level  care 
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MARICOPA  -COUNTY  DEPARTMENT  OF  HEALTH  SERVICES 
PHOENIX ,  ARIZONA 


Ambulatory  Care  Committee 
Subcommittee  on  Personal  Health  Card 


November  20,  1972 


Present : 


Ms.  Curran 
Ms.  Gray 
Ms.  Montgomery 
Ms.  Holm 


Dr.  Kaufman 
Ms.  Rosen 


Dr.  Hale 
Dr .  Baum 


After  discussion,  the  consensus  was  to  continue  using  the 
personal  health  card  in  the  Health  Department  clinics  and  the 
appointment  card  at  the  Hospital.  It  was  pointed  out  that 
the  Hospital  sees  patients  when  the  clinics  are  closed,  thus 
making  the  information  on  the  health  card  of  prime  importance 
in  the  emergency  care.  If  a  hospital  patient  comes  to  a 
neighborhood  clinic  the  Medical  Records  Department  can  be 
contacted  by  phone  for  information  needed  for  treatment,  hence 
the  briefer  hospital  appointment  card  should  be  sufficient. 

Mrs.  Curran  will  meet  with  Mr.  Hennessy  to  discuss  revisions 
of  the  personal  health  card  which  will  provide  two  parts:  a 
permanent  section  and  a  current  section  for  medications, 
treatments,  and  appointments.  Mrs.  Gray  and  Mrs.  Curran  will 
work  out  a  procedure  for  use  that  will  keep  the  cards  current 
and  orient  patients  to  show  the  card  whether  seeking  care  in 
a  clinic  or  the  emergency  room.  Dr.  Kaufman  and  Mrs.  Curran 
will  survey  for  areas  of  service  which  still  need  to  institute 
use  of  the  card. 

The  transfer  of  patients  to  an  outlying  clinic  is  now  accom¬ 
plished  by  the  outpatient  department  physician  writing  orders 
for  the  transfer  and  indicating  the  parts  of  the  chart  that 
should  be  sent.  An  appointment  is  then  made  before  the  patient 
leaves  the  outpatient  department.  It  was  unclear  to  those 
present  as  to  the  consistency  with  which  the  records  are  sent 
to  the  new  location.  Mrs.  Gray  will  follow;  up  on  this. 

This  Committee  will  meet  again  before  personal  health  cards 
are  reordered. 


ACII :  j  tc 
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Dai*  October  5,  1973 

memo  TO:  Ellis  D.  Sox,  M.D.,  Deputy  Director 

FHOM:  George  B.  Rowland,  M.D.,  Director  of  Medical  Services 

sub]£CT:  Current  Status  of  Ambulatory  Care  Development 


Since  the  adjournment  of  the  Ambulatory  Care  Committee  eleven 
months  ago,  there  has  been  some  movement  m  the  direction  suggested 
at  that  series  of  meetings. 

Snecific  activities  include: 


1) 

2) 

3) 

4) 

5) 

6) 


The  employment  of  more  full-time  physicians.  , 

The  basic  acceptance  of  a  problem-oriented  medical  record. 
The  trial  of  a  problem-oriented  record  for  home  health  care 
Increased  definition  of  scope  of  services  of  a  primary  care 
center . 

The  recognition  that  certain  problems  m  eligibility  will 
have  to  be  overcome. 

I  believe  that  we  are  now  prepared  to  push  ahead  with  the  next 
phase  ^activities  centering  around  the  development  of  systems  or 

primary  care. 

I  approach  this  phase  with  considerable  fear  and  trembling  because 
of  several  predictable  problems : 

1  The  degree  of  change  is  great  and  can  thus  expect  cor¬ 
responding  degree  of  opposition.  I  cannot  see  how  this 
can  be  done  incrementally. 

2  The  systems  are  interrelated  and  therefore  must  be 
developed  concurrently.  There  are  four  major  areas  o 
development  as  follows: 

a)  Primary  Care  Centers  -  Principles  of  Practice. 

b)  Evaluation  of  Services.  . 

c)  Cost  accounting,  billing,  and  patient  information. 

d)  Medical  Records. 

3  In  my  opinion,  we  must  develop  these  systems  without  the 
internal  resources  necessary  to  do  the  job.  Resources  are 
lacking  in: 

a)  Staff  time  to  document  and  develop  the  detailed 
operational  specifications. 

b)  In-service  education  in  philosophy  and  utilization 

c)  Staff  time  to  convert  to  new  system  of  medical  records 

d)  Staff  time  to  carry  out  even  a  modest  system  o_. 
evaluation . 


HS-1665 
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In  spite  of  these  problems,  however,  I  believe  it  is  imperative  to 
move  ahead.  If  we  fail  to  develop  a  system  that  can  be  publicly 
defended  in  terms  of  cost,  quality,  and  effectiveness,  we  will  be 
in  a  weak  position  to  stay  in  business  and  the  major  advantages 
of  our  system  of  care  will  go  unrealized.  On  another  level,  it  is 
my  conviction  that  these  systems  will  result  in  better  patient  care 
and  can  be  justified  on  this  ground  as  well. 

Whatever  we  develop  must  be  at  least  compatible,  and  at  best 
integrated  with  activities  at  the  County  Hospital.  To  that  end, 
representatives  from  the  Hospital  should  be  present  on  the  final 
planning . 


I  would  propose  the  following  format  to  proceed  on  the  next  phase: 

1.  Resurrection  of  the  Ambulatory  Care  Committee  with  the 
following  membership: 


Dr.  Sox 
Dr.  Nelson 
Dr.  Heaton 
Dr .  Kaufman 


E .  Curran 
Nancy  Kuhn 
Audrey  Holm 
Carol  Montgomery 


The  Committee  is  too  large  and  the  makeup  is  slightly  dif¬ 
ferent  from  the  last  Committee,  but  broad  coverage  seems 
a  necessity. 

2.  Creation  of  two  subcommittees  as  follows: 


Cost  accounting  +  Billing  +  Patient  Information  System 


Bill  Zellmer,  Chairman 
Rex  James 
Dr .  Kaufman 
Dr.  Sox 

Medical  Records 

Dean  Benson,  Chairman 
Carol  Montgomery 
Blanche  DeVaughn 
Nancy  Kuhn 


Clerk 

Audrey  Holm 
Nancy  Kuhn 
Sheldon  Elman 


Dr.  Berliner 
Mrs .  Marcus 
Dr .  Marcus 


Staff  work: 
Bill  Zellmer 
Nancy  Kuhn 


Staff  work: 

Dr .  Marcus 
C .  Montgomery 
Dean  Benson 


Carol  Montgomery  has  volunteered  one  of  her  staff  to  work 
with  the  Committee  in  the  field  of  Medical  Records. 


This  is  an  important  undertaking,  and  I  need  to  be  assured 
of  vigorous  top  level  support  both  philosophical  and,  should 
the  need  arise,  financial. 

Once  we  start,  it  would  be  a  tragedy  to  fail. 
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MARICOPA  COUNTY  DEPARTMENT  OF  HEALTH  SERVICES 


MEMO  TO: 

FROM: 


SUBJECT: 


Dot*  October  15.  1973 

Dick  Henning 

George  B.  Rowland,  M.D.,  Director  of  Medical  Services 
Detail  for  In-Service 


Obj  ectives : 

1.  To  convey  the  idea  that  change  is  necessary  due  to  many  forces 
in  the  health  field,  and  to  outline  these  forces  mandating 
change . 

Suggested  outline:  , 

Federal  Activity  -  Financing  of  Health  Care 

Health  Maintenance 
Service  Evaluation 
Cost  Center 

Local  Activity  -  Medicaid 

Alternative  Systems 
Elimination  of  "dual"  System 
State  Plan 
County  Plan 

2.  To  convey  the  idea  that  a  systems  approach  to  health  care  is 
valid  and  valuable. 

Suggested  outline: 


Elements  of  systems  approach 
Limitations  of  systems  approach 
Systems  approach  and  evaluation 

3.  To  present  trends  in  health  care  and  to  define  the  future 
roles  of  personal  health  services  and  community  health. 

4.  To  describe  the  future,  roles  and  characteristics  of  the 
Department  of  Health  Services,  and  process  of  changes. 

a)  Patient  care  function  b)  Community  health  function 


Defined  objectives 

Evaluation 

Feedback 

Education 

Modification 
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5.  To  outline  specific  areas  of  change. 

a)  Medical  records 

b)  Clinic  evaluation 

c)  Coot  accounting 

d)  Principles  of  Practice 

e)  Interrelationships  with  Hospital  -  Inpatient 
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Appendix  IV  -  A 


February  8,  1974 
George  B.  Rowland,  M.D. 
mjs 


PRIMARY  CARE  CENTER 
DESIGN  CHARACTERISTICS 


The  goal  of  Primary  Care  Center  is  to  improve  the  Healtn  Status  of  the 
population  served  through  the  operation  of  facilities  and  services  which  will 
provide: 

1.  Prevention  or  early  detection  of  disease  througn  a  process  of 
health  assessment  and  Datient  education. 

2.  Planned  medical  services  througn  the  development  of  a  plan  of 
care  and  patient  education. 

3.  Diagnosis  and  treatment  for  acute  or  chronic  illness. 

4.  Access  to  subspecialty  and  inpatient  services  based  on  medical 
need. 

5.  Processes  of  evaluation  whicn  togetner  witn  feedback  mechanisms 
will  assure  that  care  is  aopropriate  to  defined  needs  and  has 
capability  of  adaotation  to  chanqina  needs. 

6.  Promotion  of  a  team  approach  to  care  witn  development  and  utilization 


of  multidisciplinary  teams. 
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II.  Approach  to  Care 

Public  Health  Services  have  traditionally  been  Droqram  centered  - 
that  is  the  approach  to  care  has  started  with  the  needs  of  a  program 
and  moved  out  to  deliver  that  particular  program  service  to  the  target 
population.  To  achieve  the  goal  of  the  primary  care  center,  services 
must  be  patient  centered  as  well  as  program  centered;  that  is  tne  approacn 
to  care  must  start  with  the  patient  and  bring  to  bear  the  appropriate  mix 
of  services  to  meet  his  or  her  individual  needs. 

The  center  should,  wnile  focusing  on  individual  patient  needs,  main¬ 
tain  the  traditional  public  health  concern  for  the  community  especially 
a  concern  for  those  who  may  have  a  need  for  service  but  wno  do  not  appear 
in  the  clinic. 

The  strengths  of  the  public  health  approach  in  centralized  planning 
of  community  preventive  services  delivered  in  a  decentralized  way  must  De 
combined  with  the  strengths  of  the  hospital  approach  in  providing  personal¬ 
ized  curative  services. 

This  combination  will  result  only  through  a  Diending  of  tecnnical 
medical  care  with  an  acute  appreciation  of  the  psycno-social  determinants 
of  disease  and  illness  behavior,  through  a  blendinq  of  tne  programming  skills 
of  community  health  with  the  medical  care  skills  of  the  hospital,  and  throuqh 
an  open  process  of  evaluation  and  modification  of  services. 
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III.  Essentials  of  Primary  Care: 

There  are  several  characteristics  of  primary  care  which  seem  essential 
in  achieving  the  goal  mentioned  previously.  They  can  be  summarized  as 
follows: 

1.  Accessibility 

If  the  emphasis  is  on  prevention,  early  detection,  and  planned  care, 
access  is  vital  to  assure  appropriate  utilization  of  service.  Inaccessible 
services  frequently  result  in  delivery  of  episodic  care  to  the  exclusion 
of  other  services. 

2.  Availability 

Entry  into  the  system  should  be  readily  available  24  hours  per  day 
whether  by  contact  with  a  field  worker,  by  a  visit  to  a  primary  care  center, 
or  by  telephone  to  an  individual  who  can  assure  access. 

3.  Acceptability 

Services  must  be  acceptable  to  the  population  to  gain  their  partici¬ 
pation  in  the  planning  and  utilization  of  service. 

4.  Adaptability 

Services  must  be  provided  which  are  related  to  defined  needs  within  the 
population  served. 

5.  Patient  centered 

Primary  care  should  be  focused  on  the  patient  and  his  needs.  This  will 
frequently  involve  a  family  or  a  community  orientation,  but  the  focus  must 
remain  the  patient's  individual  needs. 

6.  Cost  effective 

Primary  care  must  demonstrate  that  it  is  effective  in  providing  service 
at  reasonable  cost.  Utilization  of  the  team  approach  is  considered  essential 


in  this  effort. 
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Ill-  Essentials  of  Primary  Care  (continued) 

7.  Continuity 

Primary  care  must  offer  continuity  of  physicians  and  other  staff 
in  providing  patient  care. 

8.  Coordination 

Primary  care  should  be  the  level  at  which  various  services  are  coordi¬ 
nated  to  address  the  patient's  needs. 
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IV.  Review  of  the  process  of  care: 

Evaluation  of  services  is  an  integral  part  of  the  process  of  care. 
This  evaluation  should  be  designed  to  cover  the  following  aspects  of  care: 

1 .  Quantity  of  care. 

2.  Utilization  patterns  of  target  population. 

3.  Quality  of  care. 

a.  Use  of  indicator  diseases  (tracers)  to  study  the  process 
of  care. 

b.  Routine  audit,  both  mechanical  and  retrospective. 

4.  Acceptability  of  care. 

5.  Effectiveness  of  patient  education. 

6.  Cost  of  care. 
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V.  Eliaibility 

The  primary  care  center  as  a  County  institution  is  faced  with  certain 
constraints  and  mandates  which  place  restrictions  on  the  acnievement  of 
the  goal.  Since  eligibility  is  based  on  financial  status,  the  eligible 
population  is  a  mobile  one,  constantly  changing  both  because  of  geograDhic 
mobility  and  financial  mobility.  This  mobility  limits  to  some  degree  the 
ability  of  the  primary  care  center  to  have  a  major  impact  on  health  status. 

Eligiblity  is  variable  among  services  and  programs,  and  therefore  an 
individual  may  be  eligible  for  one  type  of  service  and  not  for  another. 

The  major  eligibility  criteria  used  are  summarized  on  Table  1.  because  the 
primary  care  center  attempts  to  blend  preventive  and  curative  service,  con¬ 
fusion  arises  for  the  patient  and  the  staff  around  what  specific  services 
may  be  provided. 

It  is  imperative  that  a  single  standard  for  eligibility  and  financial 
responsibility  be  developed. 


ELIGIBILITY  CRITERIA 
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Income  is  interpreted  as  taking  into  account  family  size  and  certain  other  factors.  Figure  in  column  indicates 
maximum  allowable  income  for  family  of  four. 
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VI.  Services  Offered  -  Primary  Care 

A.  Public  Information 
3.  Determination  of  Eligibility 

C.  Health  Assessment 

D.  Diagnosis 

E.  Treatment 

F.  Patient  Education 

G.  Special  Services 

H.  Emergency  Coveraae 

I.  Community  Health  Program  including  Home  Health  Services 
and  Outreach  Programs. 

A.  Public  Information 

Information  on  services  and  scnedules  will  be  disseminated  by  field 
health  staff  and  given  to  groups  working  with  people  from  the  target  area. 

Any  individuals  wishing  to  use  services  offered  will  be  referred  by  appoint¬ 
ment  to  the  orimary  care  center. 

B.  Determination  of  Eligibility  and  Financial  Responsibility 

Only  eligible  population  can  qualify  for  the  services  of  primary  care. 
Individuals  not  eligible  may  take  advantage  of  the  "proqram  oriented"  services 
which  may  be  available  at  the  center.  When  fee  schedules  are  set,  part  or 
full  pay  patients  may  be  accepted  to  reacn  ideal  enrolled  population.  Since 
the  County  has  specific  responsibility  for  the  care  of  the  indigent,  they  will 
be  accepted  at  any  time. 

C.  Health  Assessment 

Certain  baseline  information  will  oe  collected  on  all  individuals  en¬ 
rolling  for  service.  A  problem  list  will  be  formulated,  and  a  plan  of  care 
developed.  Field  staff  and  clinic  staff  will  contribute  to  this  assessment  - 
both  in  terms  of  patient  education  and  actual  data  collection. 


Page  9. 


During  visits  for  episodic  care,  portions  of  the  health  assessment 
will  be  obtained  as  feasible. 

D.  Diagnosis 

Diagnosis  will  be  part  of  the  health  assessment  process  and  the  core 
of  episodic  care.  Services  contributing  to  the  diagnostic  process  on  site 
will  include: 

1.  History  and  Physical  Examination 

2.  Laboratory  Tests  as  follows: 

a)  Complete  blood  count,  sedimentation  rate 

b)  Macro  and  micro  urine 

c)  Blood  chemistries 

i  FBS 

ii  BUN 

iii  Total  protein 

iv  Electrolytes 

3.  Electrocardiogram 

4.  X-rays  limited  to  cnest,  abdomen,  and  extremities 

5.  Tonometry 

6.  Vision  Screening 

7.  Audiometry 

8.  Spirometric  testing 

9.  Skin  tests 

A  complete  range  of  diaqnositc  and  theraputic  services  are  available  on 
referral  from  the  hospital.  If  specific  health  problems  are  identified  to 
be  prevalent  in  the  population,  specific  diagnostic  support  will  be  developed. 

E.  Treatment 

Drugs  will  be  available  from  a  standard  formulary  and  disDensed  under 
the  direction  of  a  pnarmacist. 


Paqe  10. 


Facilities  will  be  available  for  suturing  minor  lacerations  and  for 
performing  minor  surqery. 

Equipment  for  cardio-pulmonarv  resuscitation  includinq  defibri 11 ation 

will  be  available. 

F.  Patient  Education 

It  is  a  fundamental  premise  that  the  patient  should  understand 
his  health  status  and  participate  in  the  process  of  care.  Patient 
education  will  be  a  basic  component  of  each  clinic  visit  and  of  each 
encounter  with  clinic  and  field  staff.  Education  will  cover  four 
major  areas: 

1)  Medical  self  help. 

2)  Prevention  of  disease. 

3)  Increasing  knowledge  of  medical  problems. 

4)  Increasing  knowledge  of  use  of  medical  care  system. 

G.  Special  Services 

While  access  to  specialized  service  will  be  assured  through  the 
primary  care  center,  certain  special  services  will  be  available  routinely. 
These  services  will  vary  depending  on  needs  of  area  and  on  the  availability 
of  funds,  but  will  generally  include: 

1)  Dental  Services  for  children  3-14  including  preventive,  diagnostic, 
and  restorative  care  exclusive  of  orthodontics. 

2)  Emergency  dental  care  for  adults. 

3)  Pediatric  Clinic  (also  well  child) 

4)  Obstetrics-Gynecology  Clinic  (also  Family  Planning  &  Maternity) 

5)  Diabetic  Clinic 

6)  Cardiology  Clinic 

7)  Chest  Clinic 

H.  Emergency  Coverage 

For  the  population  to  be  served,  it  is  impractical  to  offer  24  hour 
on-site  medical  coverage  within  the  primary  care  centers. 
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The  following  method  will  be  used  for  assuring  access  at  all 
times  to  medical  services  offered  by  the  Department  of  Health 
Services : 

When  a  primary  care  center  is  closed,  clinic  telephone  will 
be  tied  to  a  24  hour  telephone  consultation  service  staffed  by  a 
specialty  trained  nurse.  This  nurse  will  perform  the  following 
functions : 

1.  Have  access  to  physician  for  consultation. 

2.  Give  advice  in  non-emergent  situations  and  refer  to  primary 
care  center  when  open. 

3.  Authorize  ambulance  (either  as  emergency  or  exceptional  service) 
when  appropriate. 

4.  Authorize  emergency  treatment  in  outlying  emergency  room  when 
appropriate. 

5.  Refer  patients  to  County  Hospital  Emergency  Room  when  appropriate. 
I.  Community  Health 

The  primary  care  center  will  conduct  a  proqram  in  field  health 
utilizinq  nurses  and  other  professionals  to  visit  patients  in  tneir 
homes  and  to  staff  field  stations.  It  is  anticipated  that  some  routine 
preventive  and  follow-uD  care  will  be  able  to  be  accomplished  in  tne 
field  settinq. 
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VII.  Program  Components: 

Recognizing  the  role  of  the  Division  of  Public  Health  in  community 
health  beyond  that  of  personal  medical  care  for  a  defined  segment  of  the 
population,  certain  program  components  will  reside  in  the  primary  care 
center.  For  the  primary  care  function,  these  services  will  provide 
specialty  referral  clinics  especially  in  pediatrics  and  obstetrics/gyne¬ 
cology.  For  the  community  health  function,  these  services  will  provide 
program  services  in  Family  Planning,  Prenatal  Care,  and  Well  Child  care. 
Chest  clinics  will  likewise  serve  the  primary  care  function  as  a  referral 
clinic  for  pulmonary  problems  and  a  program  function  of  clinical  services 
in  Tuberculosis. 

Scheduling  of  program  clinics  will  be  agreed  upon  by  the  clinical  direc¬ 
tor,  the  nursing  team  leader,  and  the  appropriate  program  chief. 

The  precise  mix  of  program  services,  and  even  the  precise  definition  of 
services  under  primary  care  will  be  designed  on  the  basis  of  demonstrated 
need  and  input  from  the  consumers  of  the  service. 
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VIII.  Community  Participation: 

As  part  of  the  planning  and  evaluation  process,  a  forum  for  inter¬ 
change  between  the  clinic  staff  and  the  consumers  should  be  created. 

This  forum  would  be  expected  to  deal  with  evaluation  of  the  avail¬ 
ability,  accessabi 1 ity  and  acceptability  of  service.  Typical  concerns 
would  be: 

1.  Communication  between  staff  and  patients. 

2.  Success  of  referral  process. 

3.  Service  components  in  clinic. 

4.  Success  of  patient  education. 

5.  Hours  of  service. 

6.  Access  to  care  when  clinic  closed. 

This  forum  would  also  be  expected  to  participate  in  community  education 


and  other  community  proqrams. 
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[X.  Primary  Care  Team 

There  will  be  two  primary  care  physicians  for  a  primary  care  center 
serving  10,000  people.  These  physicians  will  be  assisted  by  the  equivalent 
of  a  1/2  time  pediatrician  and  a  1/2  time  obstetrician,  a  1/2  pediatric 
nurse  associate,  and  a  1/2  time  maternity-family  planning  associate. 

This  staff  will  be  supported  by  a  full  time  laboratory  technician,  a 
full  time  pharmacist,  a  full  time  social  worker,  an  eligibility  worker, 
and  a  part  time  nutritionist  consultant. 

Nursing  and  clerical  staff  will  be  adequate  to  develop  full  potential  of 
these  individuals  in  the  delivery  of  care. 
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Team  Roles: 

In  fulfilling  the  goal  of  primary  care,  the  team  approach  will  be  utilized 
and  tasks  will  be  performed  by  individuals  on  the  team  according  to  two  major 
criteria: 

1.  Performed  by  the  most  qualified  individual  available.  This  dictates, 
that,  for  example,  in  a  light  clinic,  physicians  might  be  available  to 
take  histories,  do  physical  exams  and  health  assessments,  and  carry  out 
extensive  patient  education.  On  other  days,  physician  time  may  be  at  a 
premium  and  other  staff  will  perform  certain  designated  functions  accord¬ 
ing  to  established  protocol.  Delegation  of  functions  will  in  all  cases 
be  to  individuals  qualified  to  carry  out  the  function. 

2.  Staffing  patterns  will  be  developed  to  make  maximum  use  of  paramedical 
personnel  to  perform  these  functions  which  do  not  require  a  physician.  The 
use  of  protocols  will  be  relied  upon  to  assure  that  such  functions  have 
defined  limits  and  to  allow  for  monitoring  quality  of  service. 

Typical  areas  of  responsibility  are  summarized  as  follows: 

Clinical  Director: 

a.  Gives  medical  direction  to  the  clinic. 

b.  Approves  any  delegation  of  medical  responsibility. 

c.  Performs  physical  examination  in  conjunction  with  health  assessment 
and  reviews  other  data  to  construct  the  problem  list  and  plan  of  care. 

d.  Provides  diagnosis  and  treatment  for  acute  and  chronic  illness. 

Nurse  Practitioners: 

Provide  much  of  routine  preventive  service  in  conjunction 
with  well  child  examinations,  prenatal  care,  and  family  planning 
services.  This  includes  taking  of  histories,  performance  of  physical 
examinations,  and  extensive  patient  counsel  inn  and  education. 


Paae  16. 


Nursing: 

The  nursing  service  will  encompass  all  field  and  clinic  nursing 
functions  to  encourage  flexible  utilization  of  personnel,  to  facilitate 
staffing,  and  to  tie  together  the  clinic  and  field  operations. 

The  Nursing  Supervisor  will  have  supervision  of  all  nursing  staff 
and  together  with  the  Clinical  Director,  Administrator,  and  Social 
Service  supervisor  will  form  part  of  the  decision  making  group. 

Serves  as  a  team  to  collect  data  for  health  assessment  and 
diagnosis.  This  data  includes  information  relatinq  to  patient  cir¬ 
cumstance,  measurement  of  objective  data  (height,  weight,  blood  pressure, 
etc.)  provision  of  defined  areas  of  health  supervision  according  to 
established  protocol,  and  patient  education. 

Records  and  Procedures: 

The  prime  function  of  the  Records  Section  will  be  to  maintain 
medical  records.  It  is  envisioned  that  a  Medical  Record  Technician 
will  function  in  each  primary  care  center  to  maintain  records,  define 
communications  flow,  perform  mechanical  audits,  and  assist  in  evaluation 
of  care.  The  medical  records  section  and  the  clerical  section  will 
function  under  the  general  supervision  of  the  Administrator. 


Appendix  IV  -  B 


PLAN  FOR  A  PROGRAM  OF  AMBULATORY  CARE  SERVICES 
A,  Background 

As  the  Department  of  Health  Services  becomes  a  Community  health  care  resource 
with  the  prime  goal  of  delivering  a  comprehensive  package  of  high  quality  pre¬ 
ventive,  curative,  and  restorative  services  to  the  public  at  reasonable  cost, 
the  expansion  and  improvement  of  the  outpatient  services  becomes  a  critical 
objective. 

In  spite  of  the  marriage  of  the  Hospital  and  the  Health  Department  into  a 
Department  of  Health  Services,  there  continues  to  be  insufficient  coordination 
between  hospital,  outpatient  clinic,  and  health  department  clinics  as  well  as  a 
lack  of  precise  definition  of  respective  roles  and  criteria  for  referral.  The 
development  of  a  unified  approach  towards  function,  referral,  and  coordination 
is  essential  to  the  development  of  a  medical  care  system  which  allows  for 
patient  care  at  the  most  convenient  and  economical  site  consistant  with  his  or 
her  medical  needs. 

In  addition,  within  the  Division  of  Public  Health,  there  are  conflicting  goals, 
priorities,  and  philosophies  arising  from  the  development  of  delivery  of  compre- 
nensive  personal  health  care  on  top  of  a  program  approach  to  Health  care  directed 
towards  specific  community  health  problems. 

Considerable  effort  has  been  made  to  approach  the  problem  of  defining  some 
aspects  of  ambulatory  care  and  specifically  primary  care.  In  addition,  the 
organizational  environment  necessary  to  join  the  various  components  together 
has  been  established. 

The  purpose  of  this  document  is  to  suggest  some  objectives  for  a  system  of 
ambulatory  care  and  to  devise  an  organizational  and  functional  structure  which 
might  allow  fulfillment  of  these  objectives. 
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3.  Objectives 

An  objective  of  the  Department  of  Health  Services  is  to  create  a  sub¬ 
system  of  ambulatory  care  which  will  have  resnonsibi 1 i ties  in  the  areas  of 
patient  care  of  teaching  and  of  researcn  witn  the  prime  emphasis  on  patient 
care.  The  Ambulatory  Subsystem  should  be  an  integral  part  of  the  personal 
Health  Care  delivery  system. 

1.  Patient  Care 

This  system  should  be  able  to  provide  for  graded  levels  of  care  such  that 
individuals  may  receive  care  at  the  lowest  functional  level  consistent  with 
maintaining  quality  and  economy.  The  system  will  function  under  the  concept 
that  entry  into  the  system  at  any  point  carries  witn  it  the  expectation  of 
access  to  all  other  elements  within  the  svstem.  Internal  referral  patterns  and 
access  patterns  should  oe  well  defined  so  that  a  patient  may  move  from  one 
functional  level  to  another  while  maintaining  continuity  of  patient  (rather 
than  specialty)  oriented  care.  This  continuity  should  exist  from  the  contact 
in  the  field  tnrough  the  levels  of  primary  and  secondary  care  and  into  in¬ 
patient  specialized  care.  The  oressure  of  referral  snould  always  oe  away  from 
the  snecialized  services.  The  concept  of  continuity  and  comprehensiveness  of 
care  snould  be  suDoorted  by  the  use  of  record  system  which  will  present  the 
whole  patient  to  any  subspecialty  or  particular  aroup  wnicn  might  be  offering 
a  segment  of  care. 

The  functional  design  of  the  system  has  implications  for  out  is  not  a  deter¬ 
minant  of  either  the  geographic  distribution  or  the  D.hysical  setting  of  the 
services.  Thus,  some  nrimary  level  services  may  be  combined  with  secondary 
level  services  in  a  remote  field  operation.  Likewise  the  hospital  mignt  oe 
expected  to  nerform  a  primary  care  function  for  the  adjacent  population  although 
its  nrincipal  role  might  be  in  secondary  and  tertiary  levels  of  care. 

The  ambulatory  care  components  would  have  input  into  Doth  primary  and  secon¬ 
dary  levels  of  care  with  particular  emphasis  on  primary  and  these  elements  of 
secondary  which  are  amenable  to  a  decentralized  deliver'/  system. 
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2.  Teachinq 

The  objective  of  a  teaching  program  for  physicians  in  the  Program  of 
Ambulatory  Care  would  be  to  train  house  staff  and  to  orovide  inservice  and 
continuing  education  for  physicians  within  tne  Department  of  Health  Services 
in  aspects  of  ambulatory,  patient  oriented  care.  Such  a  teachinq  proqram  should 
also  serve  the  interests  of  continuity  oy  providing  contact  between  various 
staff  members  at  all  levels  of  care.  Teaching  functions  would  extend  to  para¬ 
medical  professional s  as  part  of  an  overall  team  approach  to  tne  delivery  of 
care. 

3.  Research 

While  research  is  a  aoal  which  has  lower  priority  than  either  patient  care  or 
teaching,  some  asoects  of  research  are  necessary  for  the  evaluation  of  the  over¬ 
all  clinic  operation.  Operational  research  in  clinic  load,  staffing  patterns, 
cost  estimates,  utilization  and  referral  patterns  would  suooly  the  raw  material 
for  evaluation  of  effectiveness  and  cost  of  services  for  use  in  planning  modi¬ 
fication  of  services.  A  second  area  of  research  would  be  that  of  longitudinal 
patient  care  studies  which  would  orovide  oasic  data  for  evaluating  tne  outcome  of 
medical  care.  Evaluation  at  all  levels  should  be  tied,  where  appropriate,  to 
continuing  education  programs  as  well  as  to  tne  agents  whicn  could  stimulate 
managerial  and  administrative  changes. 

C.  Toward  Definitions 

Precise  definitions  of  primary,  secondary,  and  tertiary  care  which  include 
sufficient  detail  to  allow  the  ready  assignment  of  a  medical  problem  to  a  given 
category  will  require  the  onnoing  effort  of  the  various  professional  staffs. 

For  the  purpose  of  this  discussion,  tne  terms  are  used  as  follows: 
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Primary  level  of  care: 

That  level  of  care  which  is  patient  and  family  centered  which 
serves  the  day  to  day  acute  and  chronic  needs  of  the  patient  and 
serves  as  the  physician  entry  Doint  into  the  system  and  the  inte¬ 
grator  of  specialized  care. 

Secondary  level  of  care: 

That  level  which  due  to  complexity  of  medical  problem  or  the 
need  for  ancillary  special  services  is  more  appropriately 
treated  by  specialists  in  clinical  settinas  either  inpatient 
or  outpatient  devoted  to  the  particular  needs  of  the  patient. 

Tertiary  level  of  care: 

Inoatient  or  outoatient  care  requiring  suosoecial ists  and 
generally  sophisticated  equipment  found  in  specialized  centers. 

D.  Methods 

1.  Organizational  Characteristics 

The  organizational  structure  in  order  to  meet  the  needs  of  tne  department 
should  have  the  following  characteristics: 

a.  A  unified  and  well  coordinated  system  to  deliver  personal  health  services 
to  those  wno  use  our  svstem  for  health  care. 

b.  Maintenance  of  a  strong  preventive  component  in  tne  delivery  of  personal 
medical  care. 

c.  Maintenance  of  program  oriented  service  to  meet  specific  community  health 
needs  -  such  services  to  be  available  to  a  wider  population  tnan  those  who  depend 
on  the  department  for  complete  medical  care. 

e.  The  ability  to  respond  to  a  variety  of  different  medical  needs  oased  on 
identified  needs  within  a  specific  primary  care  setting. 

f.  The  ability  to  evaluate  and  modify  methods  of  service  delivery. 

n.  Mechanisms  to  assure  maintenance  of  quality  medical  care. 

h.  Mechanisms  to  promote  the  utilization  of  a  team  approach  to  medical  care 
includinn  expanded  roles  of  paramedical  personnel. 
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To  promote  those  characteristics ,  it  is  necessary  to  critically  evaluate  the 
District  Approach  to  the  delivery  of  Ambulatory  Care  Services.  This  structure, 
which  we  now  utilize  has  several  disadvantages  for  the  proDosed  new  functions: 

1.  It  embodies  conflicting  ooals  of  patient  oriented  service  and  program  oriented 
service  and  allows  those  conflicts  to  emerge  at  tne  patient  service  level. 

2.  It  creates  four  semi -autonomous  administrative  units  thus  creating  diffi¬ 
culty  in  defininq  those  aspects  of  care  which  should  be  centrally  determined  as 
opposed  to  those  which  can  be  locally  determined. 

3.  It  impedes  the  unification  of  clinical  services  for  oersonal  medical  care. 

4.  It  is  relatively  inflexible  and  unresDonsive  to  perceived  changes  needed 
in  delivery  systems. 

5.  It  is  a  costly  laver  of  administration. 

6.  It  emDhasizes  the  "separateness"  of  the  Hospital  Division  and  the  Health 
Division. 

To  modify  the  structure  of  Ambulatory  Services  in  accord  with  the  characteristics 
noted  previously,  the  following  structure  is  proposed: 

1.  All  clinical  activities  whoula  oe  carried  out  in  a  Division  of  Personal 
Health  Services.  The  two  ma.jor  administrative  units  within  this  Division  would 
be  the  Proqram  of  Ambulatory  Services  and  tne  Program  on  Inpatient  Care. 

2.  All  clinicians  functioning  in  the  Department  would  be  tied  to  a  medical 
department  -  i.e.,  QB/GYN,  Medicine,  Pediatrics,  Surgery,  Family  Practice,  etc. 

3.  The  principle  of  employino  tne  elements  of  a  team  at  each  level  would  be 
followed. 

4.  The  Division  of  Community  Health  Services  would  be  maintained  to  promote 
preventive  services  and  services  related  to  community  health  problems. 


4/12/74 


By:  George  B.  Rowland,  M.D. 

6/11/74 
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DEVELOPMENTS  IN  PERSONAL  HEALTH  CARE 
MARICOPA  COUNTY  DEPARTMENT  OF  HEALTH  SERVICES 

I.  Transition 

As  the  Department  of  Health  Services  develops  towards  a  Community  Resource, 
it  is  useful  to  document  some  of  the  concepts  which  might  guide  the  transition 
which  is  expected  to  be  gradual  over  the  next  few  years. 

The  reasons  for  the  slow  transition  are: 

1.  Our  continuing  legal  mandate  to  provide  medical  care  to  the  indigent  will 
necessarily  limit  the  extent  to  which  we  can  accept  non-indigent  patients  into  the 
system. 

2.  It  is  doubtful  that  there  will  be  any  rush  on  the  part  of  non-indigent 
patients  to  utilize  our  system. 

Some  of  our  categorical  services  and  facilities  however  are  already  true 
community  resources  open  to  all  -  services  such  as  the  Emergency  Service  and  the 
Burn  and  Trauma  Unit  in  the  Hospital  Division,  and  Family  Planning  Services  in 
the  Health  Division.  These  should  remain  as  ODen  services  in  spite  of  the  fact 
that  comprehensive  services  will  remain  limited. 


II.  Size  of  Population 

The  problem  of  defining  in  advance  the  population  which  is  utilizing  the 
"comprehensive  services"  is  almost  insurmountable.  The  documentation  of  deter¬ 
mination  of  financial  responsibility  would  give  us  an  estimate  and  the  analysis 
of  utilization  by  individual  patients  would  also  help.  Theoretical  considerations 
suggest  that  with  maximum  utilization  of  the  current  hospital  and  anticipated  out¬ 
patient  facilities,  we  could  give  adequate  comprehensive  services  to  about  250,000 
individuals.  We  could  "enroll"  up  to  that  point  and  maintain  that  level  provided 
we  could  define  in  some  way  those  who  have  disenrolled  by  moving  or  by  choosing 
another  delivery  system. 
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This  is  a  problem  encountered  and  largely  unsolved  by  other  delivery 
systems  serving  poor  populations  who  do  not  pay  the  premium  for  services  and 
therefore  have  no  incentive  to  notify  the  agency  of  intent  to  stop  enrollment 
or  to  relocate. 

It  is  hoped  that  we  can  achieve  "enrollment"  of  about  125,000  in  the  next 
few  years.  Those  "enrolled"  would  receive  most  of  the  services  in  one  of  the 
primary  care  centers. 

In  addition  to  the  "enrolled  group",  it  is  estimated  that  an  additional 
50,000  people  will  utilize  the  services  of  the  Department  of  Health  Services 
even  though  they  are  not  part  of  the  primary  care  system.  Entry  is  expected  to 
be  self-referral  through  E.R.  or  walk-in  clinic  and/or  referral  from  other 
provider  groups.  Since  this  population  is  not  "enrolled"  in  the  delivery 
system,  but  use  services  on  an  ad  hoc  basis,  predictions  of  exact  utilization 
are  impossible.  Frequently  the  use  of  services  by  this  group  is  brought  about 
by  their  illness  -  usually  severe  -  so  hospital  services  are  used  at  a  higher 
rate  than  for  the  primary  care  population. 

An  additional  30,000  will  use  special  program  services  such  as  communicable 
disease  service^  special  services  for  high  risk  patients,  and  preventive  services 
such  as  family  planning,  who  would  not  be  expected  to  obtain  reqular  care  from 
the  Department. 

III.  Preservation  of  Beneficial  System  Characteristics 

The  move  to  becoming  a  community  facility  requires  that  we  identify  those 
aspects  of  our  delivery  system  which  should  be  preserved.  New  organizational 
arrangements  could  alter  those  characteristics  if  the  commitment  to  their  main¬ 
tenance  is  lacking.  Some  of  those  characteristics  are: 

1.  Unified  system  of  ambulatory  and  institutional  care  offering  full  range 
of  services. 

2.  Major  reliance  on  full-time  medical  staff. 

3.  Continuation  of  postgraduate  medical  education  for  interns  and  residents 


3. 


as  well  as  continuing  education  for  staff.  Interns  and  residents  are  incor¬ 
porated  as  productive  and  economically  effective  members  of  the  health  delivery 
team.  Their  presence  attracts  the  high  quality  medical  staff  so  necessary  to 
high  quality  care. 

4.  Major  commitment  to  the  delivery  of  quality  patient  care  at  the  most 
accessible  and  economical  point  within  the  system,  bringinq  primary  care  close 
to  the  clients  whenever  possible. 

5.  Continued  development  of  a  range  of  personnel  to  perform  care  with 
concurrent  formulation  of  team  approaches  to  care. 

6.  Organization  and  operation  of  the  delivery  system  by  reference  to  an 
established  set  of  performance  criteria. 

Elements  of  the  System 

1.  The  Primary  Care  Center 

The  Primary  Care  Center  is  expected  to  serve  as  the  focal  point  for 
medical  care.  It  will  be  staffed  with  full-time  physicians  who  will  give  family- 
centered  care  and  with  specialist  services  as  needed.  Laboratory,  pharmacy  and 
x-ray  facilities  will  be  provided  on  site.  It  is  anticipated  that  each  primary 
care  center  will  be  able  to  provide  high  quality  service  to  a  population  of 
10,000  -  15,000. 

The  centers  will  be  newly  developed  as  in  the  case  of  LEAP  #1  and  LEAP  #3 
or  modified  from  existing  clinics  as  in  the  case  of  Avondale  and  Glendale.  Funds 
authorized  in  the  Bond  Issue  will  be  used  to  develop  some  of  these.  The  archi¬ 
tectural  firm  of  Henningson,  Durham  and  Richardson  is  currently  enqaged  in  a 
preliminary  study  and  design  of  a  modular  clinic  facility  which  will  serve  as  a 
prototype  structure. 

While  precise  dates  are  not  available,  some  activity  is  planned  in  the 
following  areas: 

Location  Current  Status  Date  Operative  as  PCC 

LEAP  #1  preventive  services  May,  1974 

LEAP  #3  none  October,  1974 

MESA  preventive  services  September,  1974 

limited  curative  services 
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Avondale 

inadequate  for  full 
primary  care  services 

? 

Glendale 

inadequate  for  full 
primary  care  services 

? 

Chandler 

inadequate  for  full 
primary  care  services 

? 

El  Mirage 

inadequate  for  full 
primary  care  services 

? 

First  Avenue 

presently  functions  as 
as  C&Y  Project 

July,  1975 

Sunnyslope 

nothing 

? 

1825  E.  Roosevelt 

preventive  clinics 

Each  primary  care  center  may  have  1  or  more  health  stations  where 
limited  preventive,  curative,  and  health  education  facilities  would  be  available. 

An  estimated  125,000  people  will  be  "enrolled"  in  primary  care  services 
through  these  centers  in  the  next  few  years. 

Additional  detail  on  primary  care  centers  is  attached  as  Appendix  I. 

This  "enrolled"  population  would  be  expected  to  generate  in  the  vicinty 
of  300,000  visits/year  at  the  primary  care  centers  assuming  that  on  an  average  of 
2.5  visits/person/year  occur  at  this  site. 

Additional  visits  in  primary  care  centers  would  be  generated  from 
patients  using  special  program  services  and  services  on  an  "ad  hoc"  basis. 

2.  Hospital  Outpatient  Department 

Currently,  the  hospital  outpatient  department  serves  not  only  as  a 
referral  point  for  specialized  services  but  also  as  the  primary  center  for  most 
of  the  population  we  now  serve.  The  development  of  primary  care  centers  is  ex¬ 
pected  to  alter  the  role  of  the  hospital  outpatient  department  to  a  clinic  offer¬ 
ing  specialty  and  subspecialty  services  which  require  a  degree  of  technical  care 
not  available  in  primary  care  centers.  The  focal  point  for  general  care  would 
be  the  primary  care  center.  There  is  no  data  to  allow  distribution  of  outpatient 
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services  between  a  primary  care  center  and  a  specialized  outpatient  clinic  and 
this  distribution  would  to  some  extent  be  controllable  through  referral  systems 
and  services  available  at  primary  care  centers.  For  purposes  of  this  document, 
the  anticipated  total  outpatient  visits  were  figured  at  3.5  visits/person  "enrolled" 
with  a  distribution  of  2.5  at  a  Primary  Care  Center  and  1  in  a  specialized  out¬ 
patient  care  clinic. 

The  "enrolled"  population  would  be  expected  to  generate  about  125,000 
visits  to  the  hospital  outpatient  clinic.  With  the  addition  of  visits  due  to 
maintenance  of  a  residual  primary  care  function,  plus  those  using  special  services, 
an  outpatient  load  of  200,000  visits  per  year  seems  to  be  a  conservative  estimate. 

3.  Inpatient  Services 

Excluding  the  Detention  Unit,  the  expanded  Burn  and  Trauma  Unit,  and 
the  Nursery,  there  will  be  432  general  medical  and  surgical  beds  available.  The 
space  modification  under  the  expansion  will  allow  the  addition  of  25  beds  at  no 
cost  if  approval  can  be  gained  from  the  State  Department  of  Health  Services.  The 
construction  of  the  special  Mental  Health  Unit  would  allow  reallocation  of  the 
current  38  psychiatric  beds  to  general  medical  and  surgical  use.  There  is  thus 
a  potential  for  495  general  purpose  medical  and  surgical  beds. 

Maintaining  occupancy  at  85%,  the  capacity  for  general  inpatient  care 
would  be  153,573  patient  days.  The  national  average  for  inpatient  use  is  approx¬ 
imately  1  inpatient  day  per  enrolled  person  per  year;  but  prepaid  plans  have  suc¬ 
ceeded  in  reducing  this  substantially.  If  we  are  successful  in  controlling  in¬ 
patient  services  for  the  "enrolled"  population  to  0.75  days  per  person  per  year, 
about  93,750  patient  days  would  be  generated.  The  additional  capacity  is  expected 
to  be  filled  largely  by  "non-enrol led"  who  use  services  on  an  ad  hoc  basis  and  for 
trauma  patients.  To  the  extent  that  beds  become  available  as  demonstrated  by 
utilization  under  85%,  additional  patients  can  be  "enrolled"  in  the  primary  care 


process. 


6. 


4.  Surgical  Procedures 

A  recent  study  on  surgical  procedures  among  Federal  Employees  suggests 
that  one  can  expect  between  70  procedures  per  1,000  population  in  traditional 
insurance  plans  and  39  procedures/1,000  in  group  plans.  Assuming  that  we  can 
achieve  a  rate  of  50  procedures,  we  would  expect  from  the  "enrolled"  125,000 
population  7,250  procedures.  Additional  procedures  at  hiqher  utilization  could 
be  expected  from  the  50,000  ad  hoc  users,  especially  from  the  Burn  and  Trauma 
Center. 

With  proposed  expansion  of  the  Operating  Room,  capaci ty  for  a  single 
shift  will  be  8,000  each  year  using  a  national  standard  for  teaching  hospitals. 
Increased  efficiencies  in  scheduling  as  well  as  extended  hours  may  be  needed  to 
perform  the  expected  load  of  11,000  procedures  generated  from  the  population 
served. 

The  system  we  are  attempting  is  a  dynamic  one  with  the  control  of  patient 
flow  resting  at  the  primary  care  centers.  Due  to  our  large  capacity,  it  is 
possible  through  management  systems  to  "adjust"  the  flow  of  patients  to  maintain 
optimal  utilization  of  all  resources  and  achieve  a  dynamic  balance  among  system 
elements.  The  difficulty  of  achieving  this  goal  is  surpassed  by  the  potential 
benefits  in  terms  of  delivering  care  of  high  quality  and  reasonable  cost. 
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ELIGIBILITY  AND  FINANCIAL  RESPONSIBILITY 

I.  Introduction 

The  policies  governing  eligibility  and  financial  responsibility  have  Deen 
under  active  review  for  several  years.  Eligibility  and  financial  responsibility 
are  functionally  in  close  relationship,  out  are  separable  as  follows: 

Eligibility  is  the  determination  of  whether  or  not  an  individual  will  be  given 
medical  care  by  the  Department  of  Health  Services. 

Financial  Responsibility  is  the  determination  of  the  extent  to  which  eligible 
patients  will  be  expected  to  pay  for  services  received  from  the  Department  of  Health 
Services.  Some  may  qualify  for  indigent  medical  care  at  county  expense. 

While  the  concept  of  eligibility  is  inappropriate  in  the  context  of  a  true 
community  facility,  i.e.,  one  that  is  designed  to  serve  the  entire  community,  our 
leqal  mandate  to  provide  indiaent  medical  care  requires  that  the  priori ty  for  admis¬ 
sion  to  available  services  will  be  determined  by  the  financial  status  of  the  patient 
and  the  highest  priority  will  go  to  the  indigent  population.  We  must  provide  services 
to  this  group  reqardless  of  the  workload. 

To  the  extent  to  which  tnese  two  concepts  can  be  separated,  it  is  a  function  of 
the  Controller's  Office  to  determine  financial  responsibility  and  a  function  of 
Administration  to  determine  how  larqe  a  population  can  be  adequately  served  bv  the 
resources  available  to  the  Department,  and  thus  to  what  extent  individuals  can  be 
admitted  to  tne  system  of  care. 

Tne  purpose  of  this  document  is  to  recommend  a  financial  definition  of  medical 
indigency  and  to  outline  the  basic  principles  of  billing  and  collection. 

II.  Background 

There  are  three  major  sets  of  concerns  in  considering  the  question  of  financial 
responsibility  for  medical  services. 
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A.  Legal 

A.R.S.  11-297  sets  forth  the  statutory  requirements  for  an  individual 
to  receive  care  at  county  expense.  To  receive  such  care,  a  person  must 
be: 

1.  An  indigent  or  an  unemployable  as  defined  by  tne  rules  and 
regulations  of  the  State  Department  of  Economic  Security: 

2.  An  employable  person  of  sworn  low  income  without  sufficient 
funds  to  provide  himself  with  necessary  hospitalization  and 
medical  care;  and 

3.  One  who  has  been  a  resident  of  the  county  for  the  preceding 
twelve  months.* 

The  definition  of  the  Department  of  Economic  Security  was  "apparently 
designed  to  serve  as  the  minimum  criteria  for  county  indiaent  medical 
care  eligibility  leaving  the  counties  with  the  autnority  to  devise 
less  restrictive  elioibility  requirements  for  their  individual  pro- 
arams  if  they  so  desired."^  Attorney  General's  Ooinion  61-29  indi¬ 
cates  that  wnether  or  not  a  person  seeking  admission  to  a  county 
hospital  as  an  "indigent"  is  a  factual  question  for  the  Board  of 
SuDervisors. 

B.  Public  Policy 

During  the  past  13  years,  there  has  been  a  significant  shift  in  puolic 
policy  regarding  medical  care  for  those  unable  to  afford  it.  Recog¬ 
nizing  tne  role  of  poor  health  in  the  peroetuation  of  oovertv,  public 
policy  has  taken  an  active  part  in  promoting  access  to  health  care  by 
the  poor.  It  remains  a  significant  problem  for  elected  officials  faced 


*The  twelve  month  requirement  for  residency  was  ruled  unconstitutional  by  the 
U.S.  Supreme  Court  in  FeDruarv  of  1974. 


Eligibility  and  Financial  Responsibility 


3. 


with  limited  resources  to  determine  what  segment  of  the  Dopulation 
should  receive  medical  care  which  is  wholly  or  in  part  supported 
by  public  funds. 

C.  Medical 

There  are,  in  theory  and  in  practice,  medical  conditions  where 
intervention  by  medical  care  early  in  a  disease  process  can  sig¬ 
nificantly  alter  the  need  for  costly  emergency  inpatient  services 
at  subsequent  time. 

Examples  of  this  include: 

Chronic  Obstruction  Pulmonary  Disease 

Diabetes 

Hypertensive  Cardiovascular  Disease 
In  addition,  activities  of  tne  preventive  nature  including  prenatal 
care,  well  child  supervision  with  specific  immunization,  and  family 
planninq  services  can  be  expected  to  reduce  morbidity  and  thereby 
reduce  cost  at  a  future  date. 


In  1959  the  Maricopa  County  Board  of  Supervisors  set  the  definition  of 
indigency  as  follows: 


Humber  of  Persons  Dependent 
on  Family  Income 


Schedule  of  Monthly  Income 
Allowed  (MAXIMUM)  and  yet  be 
Eligible  for  Hospital  and 
Medical  Care 


1 

2 

3 

4 

5 

etc 


$  80 
107 
134 
161 
181 
etc. 


At  that  time,  the  principle  of  deducting  certain  expenses  from  gross  income 


was  established.  These  permitted  deductions  included: 
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1.  Business  expenses  allowable  under  IRS. 

2.  Medical  expenses  or  obligations  including  medical  insurance  premiums. 

3.  Alimony  and  Child  Support  provided  such  support  is  paid  to  a  person 
not  included  as  one  of  the  "persons  dependent  on  income  of  patient 
or  responsible  relative"  in  the  preceding  table. 

4.  Cost  of  care  for  children  when  such  care  is  necessary  for  the  Head 
of  Household  to  maintain  his  or  her  income. 

5.  The  cost  of  living  away  from  home  for  any  member  of  the  family  on 
account  of  illness,  to  be  allowed  on  an  individual  basis  and  calcu¬ 
lated  upon  the  difference  between  the  cost  so  incurred  and  the  cost 
which  would  have  been  incurred  had  the  person  remained  at  home. 


In  November,  1962,  the  Maricopa  County  Board  of  Supervisors  revised  the  in¬ 
come  standards.  These  revised  standards  allowed  a  maximum  of  $217/month  (52,615 
annually)  for  a  family  of  4  to  receive  care  at  county  expense  and  in  addition 
allowed  a  schedule  of  part  pay  categories  of  patients.  A  copy  of  this  resolution 
is  enclosed  as  Appendix  I. 

In  1968,  the  State  Welfare  Department  revised  its  standards  of  indigency 
as  follows: 


Family  Size 


Maximum  Allowable 
Net  Income 


1 

2 

3 

4 

5 

etc. 


51300 

2400 

2700 

3000 

3300 


In  considering  specific  approaches  to  tne  problem  of  determining  and  adminis¬ 


tering  a  plan  of  financial  responsioi 1 i ty ,  several  constraints  emerge: 


1.  Soecifitv  of  determination  -  the  determination  should  accurately  reflect 


the  ability  of  an  individual  to  assume  financial  responsibil ity  at  a  given  point  in 
time. 
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2.  Frequency  of  determination  -  As  conditions  chanqe,  the  ability  to  pay 
for  medical  services  may  also  change.  Certification  for  care  at  county  expense  must 
occur  periodically  to  assure  that  both  tne  patient  and  the  county  are  treated  fairly. 

3.  Techniques  of  charging  for  service:  There  are  two  basic  approaches  to 
charginq  patient  who  should  be  partially  responsible  for  payment.  The  first  of  these 
is  the  method  currently  used  whereby  a  patient  is  assessed  a  proportion  of  each  cnarge. 
Currently,  the  county  has  4  such  categories  10%,  25%,  50%,  and  75%.  As  medical  finan¬ 
cial  obligations  accumulate,  they  become  deductible  from  gross  income  in  the  determi¬ 
nation  of  net  income  for  purposes  of  determining  further  financial  responsibility. 

This  results  in  the  subsequent  reclassification  of  patients  into  a  lower  category. 

A  second  approach  which  has  been  used  by  many  centers  serving  low  income  popu¬ 
lation  is  to  determine  an  amount  which  should  be  reasonably  expended  for  medical  care 
in  a  defined  time  period.  This  amount  is  based  on  financial  resources  at  the  time  of 
determination.  Full  or  partial  charqes  are  assessed  to  the  patient's  account  up  to 
the  ore-defined  limit,  at  which  time  services  are  provided  without  charge  for  the 

remainder  of  the  period.  Administrative  and  financial  constraints  preclude  recommen¬ 
dation  of  tnis  latter  approach  at  this  time. 

4.  The  system  adopted  should  De: 

a)  understandable  to  tne  patient 

b)  understandable  to  the  eligibility  workers 

c)  economical  to  administer 

5.  Experience  with  billing  and  collection  has  demonstrated  three  types  of 
patients  who  utilize  the  services  of  Maricopa  County  General  Hospital: 

A.  Those  wno  qualify  for  treatment  at  County  expense. 

B.  Tnose  who  qualify  for  partial  payment  but  who  do  not  (and  probably 
cannot)  in  fact  pay  for  services. 

C.  Those  who  are  responsible  for  paying  part  or  all  of  bill  and  from 
whom  oavment  can  reasonably  De  expected. 

The  practical  difference  between  group  B  and  C  is  in  the  time  and  effort  wnicn 

should  be  placed  on  collection  efforts.  For  the  B  qroup  the  cost  of  oillinq  and  col¬ 
lection  would  be  substantially  higner  tnan  any  money  collected. 
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6.  In  determining  a  reasonable  maximum  income  level  for  those  who  would  be 
qualified  for  medical  care  at  county  expense  some  of  the  current  criteria  which  are 
being  used  or  considered  should  be  reviewed. 


MCGH 

Max.  Income 

0E0  *74  non-farm 

Proposed  DES 

Family 

Current 

Medical 

Poverty 

1974  Poverty 

Size 

Criteria 

Needy  * 

Cri  teria* 

Level  Threshold 

1 

$1800 

$2800 

$2100 

$ - 

2 

2400 

3733 

2725 

2937 

3 

2700 

4199 

3450 

354b 

4 

3000 

4665 

4200 

4668 

5 

3300 

5131 

4925 

5485 

6 

3600 

5597 

5550 

6161 

*These  criteria  also  form  the  basis  for  the  proposed  State  Health  Plan. 

Population  estimates  for  the  two  major  criteria  are  presented  below: 

MCGH  current  criteria  100,000 

0E0  1973  non-farm  poverty  criteria  160,000 

III.  Proposed  Plan  for  Assessing  Financial  Responsibility 

Because  of  increases  in  the  cost  of  living,  the  fact  that  collection  experience 
has  been  extremely  poor  in  the  current  10%,  25%,  and  50%  pay  categories  and  our  belief 
that  the  costs  of  billing  and  collection  would  be  substantially  hiqher  than  money 
collected,  we  recommend: 

1.  That  the  definition  of  an  indigent  as  contained  in  the  rules  and  regulations 
of  the  Department  of  Economic  Security  be  maintained  for  the  purposes  of  full  County 
responsibility  for  care. 

2.  That  for  all  care  provided  directly  by  the  Deoartment  of  Health  Services,** 
the  definition  of  medical  indigency  for  care  at  county  expense  be  revised  by  increasing 
the  base  and  by  increasing  the  amount  allowable  for  each  deoendent. 


**Excluded  from  coverage  in  this  category  would  be: 

a)  contract  ambulance  service 

b)  services  provided  at  another  facility  unless  such  services  were  specifically 
ordered  and  authorized  in  advance  by  the  Department  of  Health  Services 

c)  nursina  home  costs 
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Family  Size 


Maximum  Allowable  Income 


2 

3 

4 

5 

6 


$2800 

3733 

4199 

4665 

5131 

5t>97 


+  $466  for  each  additional  dependent 

That  the  maximum  allowable  resources  to  qualify  for  direct  care  by  the 
Department  be  revised  as  follows: 

Family  may  have  resources  not  to  exceed: 

1.  Household  furnishinqs  used  by  applicant  and  his  family  in  his  usual 
place  of  residence. 

2.  Wearing  apparel  and  necessary  personal  effects. 

3.  The  dwelling  house  in  whicn  the  person  resides  and  the  land  contiguous 
thereto  having  a  market  value  of  $12,000  or  less. 

4.  Livestock  used  primarily  for  domestic  purposes. 

5.  Tools  of  the  trade  having  a  fair  market  value  of  $600. 

6.  An  automobile  with  a  market  value  not  exceeding  $1,000. 

7.  Other  property  or  assets  with  the  exception  of  a  single  or  family 
burial  plot  having  a  total  market  value  of  $1,000  for  a  single 
recipient  or  $1,500  for  a  recipient  and  spouse  or  two  or  more 
recipients  in  a  single  household. 

Because  of  the  difficult  and  costly  methods  required  to  administer  a  system 
which  has  multiple  partial  pay  categories,  we  recommend: 

3.  That  all  individuals  with  net  income  above  the  maximum  allowable  income 
for  medical  indiqency  be  charged  100%  of  the  cost  of  care. 

4.  That  accounts  judged  to  be  delinquent  will  be  referred  for  collection. 


Accounts  will  not  be  judged  delinquent  if  minimum  monthly  payments  are  made. 
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The  minimum  acceptable  payment  is  defined  as  fellows: 


Responsible  Party 
Total  Liability 


5  0-100 
100  -  250 
250  -  500 
500  -  1000 
1000  + 


Minimum  Payment 
Per  Month 


510 

15 

25 

40 

50 


5.  All  patients  will  have  the  right  to  review  of  an  account  and  notification 
of  such  review  will  be  printed  on  a  bill  prior  to  the  referral  of  the  account  for 
collection. 


6.  That  mechanism  be  developed  to: 

a)  Shorten  time  required  to  assess  financial  responsioil i ty. 

b)  To  allow  determination  of  financial  responsibility  more 
reflective  of  true  ability  to  pay. 


^Memorandum  #4  to  the  Legislative  Council  Committee  on  Medicaid  from  the 
Research  Division  -  Arizona  Legislative  Council  dated  June  26,  1973. 


^laxi  mum  income  allowable  under  tne  definition  of  medical  indigency  in 
the  recently  passed  Medicaid  law. 
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RESOLUTION  ADOPTED  RE:  MARICOPA  COUNTY  GENERAL  HOSPITAL  ADMISSIONS  POLICY 

:  *.  Boar^adop^th^following^esolutio^concernln^a 

b  E  S  o  I-  U  T  I  o  N 

I  “;„^w4'dtaizoS"«“.u  sUtSf.ri^piovw.s'S:?  a»d.p^r»ii™  &irn*  £'.£*. « t^ 

any  indigent  patient,  and 

WHEREAS,  the  Board  of  Supervisors  to  connection  with  the  adoption  of  a  new  Admissions  Policy  for  said  County  Hospl 
<esi„us  Of  providing  for  the  admission  of  paying  and  part-paying  Patients  into  the  aforesaid  hospital, 

- - HOW  THEREFORE  the  Board  of  Supervisors  herety  W.*." ^ll.win^les  and  Venations  "pursuant  to  which  paying 

-  7  .. — .. ... — ..  -  ~ ...  -  - . . . 

in  the  inconvenience  of  any  indigent  patient. 

2.  Paying  and  part  paying  patients  are  to  he  charged  according  to  the  formula  attached  hereto. 

3.  All  Charges  are  to  he  Eased  on  the  all  inclusive  daily  rate  as  recommended  hy  the  Arison,  Hospital  Associat 
based  on  the  Blue  Cross  reimbursable  cost  formula. 

IN  WITNESS  WHEREOF  we  have  set  our  hands  this  26th  day  of  November,  *  Ruth  A.  CT'Nell  -.ChgiT^ail— - 


{*(  B.  W-  Rums  -  i-e-Cha irmao. 


ATTEST: 

/s/  Rhea  Averlll  - 


/«/  James  F,  Mnri^v  -  Member. 


MARICOPA  COUNTY  GENERAL  HOSPITAL 
PHOENIX,  ARIZONA 

_  ADMISSION  POLICY 

+  oa+fppnt  at  Maricopa  County  General  Hospital  subject  to  the  conditions 
he  following  persons  are  eligible  for  admission  to,  or  trea  . 
ereafter  stated: 

for  the  preservation  of  life  or  limb*  ine 
,  Persons  who  require  immediate  hospitalization  and  J“"nd  treatment  shall  be  determined  in  the  same 

financial  responsibility  of  emergency  patients  for  the  l 

facMnn  ^  +  hp  T«nnn^hility  or  any  other  oatient. 

1.  Persona  who  have  been  a  resldenl  of  Maricopa  County  for  twelfths,  -  ■"  *  »-*■"*  *«  **  «  * 

to  provide  themselves  with  necessary  hospitalization 

3  Persons  —  T..v_culcsis  Control  Act  or  under  the  Communicable  Disease  Laws. 

*.  Persons  whose  medical  cere  Is  the  responsibility  of  Maricopa  County. 

,  ,  _ rr _ at.  . ...  - Inn  *■  n  tho 


t 
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ROLE  DEFINITION  IN  HEALTH  CARE  DELIVERY 


I.  Background 

The  proposed  reorganization  has  as  one  hl|S1n  lioway  meanstthatatne'1man- 

u^Sone y  *  ^  ^  elements  are  in 

place  for  the  development  of  a  team  approach. 

The  purpose  of  this  memorandum  is  to  discuss  the  roles  of  the  members  and  to 
discuss  possible  decision  making  models. 

There  are  several  valid  inputs  to  < dfni  lT\hekdecisionnisni ikely  to  be  better, 
extent  that  these  inputs  are  I®inq’  there  is  inherent  in  the  decision 

Since  the  inputs  are  likely  to  be  conft  c  9>  mnflict  It  is  my  contention 
making  process  a  dynmaic  tension  -  i  °“ens?on  an0ws  tne  creation  of  a  bal- 

that  recognizing  the  inevitabil  ty  of  tnis  t  ^  ten$ion  benign  and  productive 
ancing  mecnamsm  which  is  most  li  e  y  t  k  P  of  neglecting  the  balancing 

mechani sallies  in" the  bt  thal  U  'frequently  present  in  any  single  decision-mater. 

The  nature  of  these  inputs  is  defined  by  the  goals  of  our  organization  whicn 
are  as  follows: 

1.  Jo  deliver  care  of  high  quality. 

2.  To  deliver  care  which  is  acceptable  to  the  recipient  of  such  care. 

3.  To  assure  that  care  is  delivered  at  minimum  cost. 

To  convert  such  platitudinous  ®garstsoeformidablePthat  no  effort  is 

most  challenging  task.  Frequently  orocess  The  reorganization  has  as  one 

”1th  te"Si0n  ^ 

the  conflicting  goals. 

,  .  ,  c-innlp  individual  can  adequately 

The  principal  question  is  to  what  ex  a.si  g^  ^  ..best«  decision.  In- 

appreciate  the  complexity  of  the.1^u^  f  in  a  variety  of  roles  -  as  a  quali- 
creasingly  we  'expect  our  physicians  to  perform  in  ^SListrator;  as  a  judge  of 

^iat;Vfe"arlf°anrasClainprogaram  Lager  with  responsibilities  in  design,  imple¬ 
mentation,  and  evaluation  of  program  elements. 

While  there  are  some  who  may  be likelihood™ tha^wfcln  recrii/wf retain 
suchephysi0ciansranfteianonPetMsPSasI;mption  that  the  defintion  of  team  elements 
was  proposed. 


II.  The  Inputs: 


A.  Quality 

Application  of  "quality  ot 
been  widespread;  however  techniques 


■are"  techniques  to  outnatient  settings  has  not 
;ae  available  for  monitoring  certain  pre-defined 


2. 


activities  through  mechanical  audits  and  disease  related  "tracking"  technigues  to 
allow  the  evaluation  of  care  for  specific  diseases  through  a  variety  of  settinqs. 
While  Dhysician  definition  of  standards  is  vital,  tne  data  collection  and  prelimi¬ 
nary  analysis  can  be  done  by  non-ohysician  personnel. 

B.  Quantity 

The  collection  and  analysis  of  utilization  data  is  vital  to  the  definition 
of  needed  services,  the  effective  performance  of  services  and  for  the  evaluation  of 
efficiency  and  productivity. 

C.  Cost 

The  cost  of  provision  of  service  must  be  analysed  to  assure  that  costs 
are  "reasonable". 

D.  Acceptability 

If  patients  are  to  use  our  system  after  Medicaid,  they  must  be  relatively 
satisfied  with  the  services  received. 

E.  Definition  of  Service  Trade-offs: 

Techniques  for  maximizing  resource  allocation  are  under  development.  Even 
without  sophisticated  techniques,  the  effects  of  a  change  in  one  part  of  a  system 
either  intra-operational  unit  or  inter-operational  unit  -  may  have  effects  on  another 
part  of  the  system  which  effects  should  be  anticipated. 


III.  The  Management  Team 

A.  Physician: 

The  physician  must  retain  ultimate  control  of  all  technical -medical  decisions 
involving  patient  care.  He  is  the  key  individual  involved  in  assessing  the  quality 
of  care  from  a  medical  standpoint.  He  has  a  vital  interest  in  the  operational  char¬ 
acteristics  of  the  unit  including  such  activities  as  medical  records,  patient  load 
and  flow,  staff  assignments,  and  referral  patterns. 

B.  Nurse 

Nursing  staff  is,  in  terms  of  time  soent  in  face-to-face  contact  with  tne 
patient,  one  of  the  major  determinants  of  service  acceptability  from  the  standpoint 
of  the  patient.  Nursing  also  Derforms  many  specific  and  relatively  independent 
activities  such  as  field  nursing,  patient  education,  and  "nurse  associate"  roles. 

In  the  clinic  setting,  they  represent  a  significant  portion  of  personnel 
costs  -  but  on  the  other  hand  they  can,  if  appropriately  utilized,  relieve  the 
Dhysician  of  many  tasks  and  contribute  si anificantly  to  the  quality  of  care. 

C.  Medical  Records  -  clerical 

The  integrated  supoort  of  tnis  group  is  essential  to  tne  maintenance  of 
patient  flow  -  controlled  throuah  tne  aopointment  system;  to  certain  aspects  of 
medical  audits;  to  tne  movement  of  patient  information,  and  to  the  proper  handling 
of  patient  referrals  and  problems. 
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D.  Social  Service 

In  the  primary  care  setting  the  need  for  strong  social  services  is  compel¬ 
ling.  The  need  for  short  term  support  and/or  tnerapy  for  problems  not  requiring 
referral  to  the  mental  health  unit,  the  presence  of  psycnosocial  factors  complicating 
or  causing  physical  complaints,  and  the  need  to  bring  to  bear  other  resources  to 
meet  patient  needs  all  fall  within  the  purview  of  the  social  worker.  His  or  ner 
presence  on  the  management  team  frequently  adds  a  different  perspective  to  the 
decision  making  process  and  as  such  is  valuable. 

E.  Administrator 

The  administrator  is  expected  to  serve  as  the  integrator  of  data  from  a 
variety  of  sources.  Information  on  quantity,  appointment  system,  patient  flow, 
patient  acceptance,  and  cost  should  be  presented  for  discussion  to  other  team  mem¬ 
bers.  The  administrator  is  particularly  concerned  with  linkages  -  both  those  intra¬ 
unit  and  inter-unit.  Thus  in  a  primary  care  center,  they  would  look  at  the  inter¬ 
faces  between  Medical  Records  and  Nursing  as  well  as  interfaces  between  the  care 
center  and  tne  hospital.  The  administrator  would  be  expected  to  be  the  facilitator 
of  all  support  from  personnel,  fiscal,  and  other  support  services  within  the  Division 
of  Administration. 

Through  analysis  of  data,  they  are  exoected  to  sugaest  alternative  delivery 
options  to  other  team  members  in  an  effort  to  maximize  service  per  dollar.  They  are 
expected  to  identify  and  define  problems  for  team  review  and  solution. 

They  are  expected  to  participate  extensively  in  the  budget  process  and 
monitor  expenditure  reports. 

They  are  expected  to  be  one  of  the  key  liaisons  with  community  advisory 
boards  where  such  exist. 


IV.  Decision  Models: 

While  the  concept  of  a  management  team  is  integral  to  the  organizational  struc¬ 
ture,  the  dicision  makina  process  can  take  one  of  a  variety  of  forms  depending  on 
the  individual  preferences  and  the  nature  of  the  decision. 

Model  A 

A  true  team  where  all  inputs  are  equal  and  decisions  are 
by  consensus.  (Rotating  or  elected  team  leader) 

Model  B 

Final  decision  rests  with  two  or  more  members  of  the  team, 

(for  example,  the  administrator  and  the  physician)  after  consid¬ 
eration  of  all  inputs. 

Model  C 

Final  decision  made  by  one  person  (physician  or  administrator) 
depending  on  the  nature  of  the  decision. 

Model  D 

Final  decision  made  by  one  person  regardless  of  nature  of 
decision. 


4. 


It  would  appear  that  as  lonq  as  the  concept  of  a  management  team  is  preserved 
that  any  of  those  alternatives  would  be  acceptable.  The  operational  unit  would 
decide  which  model  is  most  appropriate  to  the  mission  and  to  the  individuals.  An 
inpatient  service  would  probably  use  Model  D  with  the  Chief  of  the  Department  as 
the  decision  maker  while  a  primary  care  center  might  utilize  another  of  the  models. 


George  B.  Rowland,  M.D. 
July  30,  1974 
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APPENDIX  V 


MARICOPA  COUNTY  DEPARTMENT  OF  HEALTH  SERVICES 
DIVISION  OF  PUBLIC  HEALTH 


DIVISION  POLICY 
AND  PROCEDURE 
NUMBER  10-78-07 


December  20,  1978 


;  GENERAL  OPERATIONS 

DIVISION  OF  PUBLIC  HEALTH  ORGANIZATION  AND  FUNCTION  POLICY 


1.  PURPOSE: 

This-  document  provides  the  policy,  principles  and  guid¬ 
ance  for  the  organization  and  function  of  the  Division 
of  Public  Health  and  its  subordinate  elements. 

2.  BACKGROUND: 

Beginning  in  1974,  a  series  of  documents  known  as  the 
principles  of  practice  attempted  to  set  forth  the  or¬ 
ganizational  principles  governing  the  developing  Primary 
Care  Centers. 

Because  these  organizational  principles  underline  the 
entire  Division,  these  documents  have  been  recently  up¬ 
dated  and  are  incorporated  in  the  Policies  and  Procedures 
Manual . 

3 .  POLICY: 

The  policies,  principles,  organization  and  functions 
described  in  this  Division  Policy  and  Procedure  may 
not  be  changed  without  the  specific  approval  of  the 
Division  Director. 

4.  MISSION: 


The  mission  of  the  Maricopa  County  Department  of  Health 
Services  is  to  provide  for  the  health  care  of  the  de¬ 
fined  eligible  population,  and  to  protect  and  promote 
the  health  of  all  persons  in  the  County,  in  a  pro¬ 
fessional  and  cost  effective  manner  . 


5.  GUIDING  PRINCIPLES: 


For  those  eligible,  comprehensive  health  care  services 
should  be  provided  in  an  accessible,  coordinated,  non- 
duplicated,  family  centered  program  meeting  accepted 
standards  of  quality  care. 

For  all  citizens,  general  and  specific  programs  to  pro¬ 
mote  the  public  health  should  be  maintained. 

Teaching  and  training  of  medical  and  related  health  spe¬ 
cialists,  -.including  continuing  education,  should  be 
maintained  as  an  important  health  resource  of  the  com¬ 
munity,  to  assure  the  proper  standards  of  facilities 
and  equipment,  and  to  achieve  quality  services. 

The  dignity  of  the  individual  should  be  protected  and 
responsiveness  to  express  community  health  needs  should 
be  ensured.  Programs  should  be  flexible  to  meet  defined 
needs . 

Costs  of  quality  health  services  should  be  minimized 
through  every  appropriate  means,  including  the  use  of 
alternatives  to  institutional  care,  and  continual  eval¬ 
uation  of  programs  should  be  performed  to  provide  cost 
effective  use  of  all  resources. 

Future  developments  should  be  in  response  to  well  struc¬ 
tured  planning  activities  and  evaluations  involving 
board,  staff  and  community  participation. 

Study  and  research  should  include  both  medical  in¬ 
vestigations  and  methods  in  delivery  of  health  care 
services,  and  should  be  supportive  of  the  mission  of 
the  department. 


Geortfe  B.  Rowland,  M.  D. 
Director 

Division  of  Public  Health 
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APPENDIX  A 


DIVISION  OF  PUBLIC  HEALTH 


The  Division  of  Public  Health  has  responsibilities 
for  the  protection  and  promotion  of  the  Public  Health,  for 
the  provision  of  primary  care  services  to  the  indigent  pop¬ 
ulation,  and  for  defined  aspects  of  environmental  control. 

The  Division  is  committed  to  maintaining  an  organization 
which  is  relevant  to  the  needs  of  the  community,  responsive 
to  the  needs  of  individuals  and  to  defined  health  problems, 
flexible  to  adapt  to  changing  situations  and  needs,  and 
accountable  to  the  public,  to  funding  sources,  and  to  pro¬ 
fessional  and  accrediting  groups. 

The  organization  of  the  Division  is  designed  to  embody 
these  characteristics  and  to  promote  the  maximum  degree  of 
team  participatory  management  and  decentralized  control 
consistent  with  the  requirements  and  demands  placed  upon 
the  Division. 

The  Division  utilizes  as  its  primary  organizational 
structure  that  of  matrix  organization.  This  structure 
allows  integrated  management  of  an  operational  unit  (PCC, 
clinics,  and  other  administrative  units)  while  providing 
for  clearly  defined  functional  responsibility  which  covers 
multiple  operational  units.  Within  the  Division,  functional 
responsibilities  include  programs  (Family  Planning,  Tuber¬ 
culosis,  Home  Health  Care,  etc.)  and  professions  (physicians, 
nurses,  social  workers). 

Inherent  in  this  structure  are  multiple  reporting  chan¬ 
nels  for  individuals  and  units.  Frequently,  technical  su¬ 
pervision  and  administrative  supervision  will  be  performed 
by  different  individuals. 

The  underlying  administrative  principle  upon  which 
the  team  and  matrix  organization  rests  is  that  of  man¬ 
agement  by  exception.  Management  is  encouraged  at  the 
lowest  level  of  the  organization  and  only  unresolved  prob¬ 
lems  are  presented  for  solution  by  upper  levels  of  manage¬ 
ment.  The  responsibility  on  upper  management  is  to  exer¬ 
cise  restraint  in  the  pre-emption  of  any  responsibilities 
which  can  be  assumed  by  low7er  levels  of  management. 

Because  of  the  complex  relationships  which  are  essen¬ 
tial  to  team  management  and  matrix  organizations,  tradi¬ 
tional  organizational  charts,  are  inadequate.  Recognizing 
these  serious  deficiencies  is  important  in  interpreting 
the  Table  of  Organization. 
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October  1978 


PUBLIC  HEALTH  ADMINISTRATION 


The  Division  staff  is  composed  of  administrative  and 
professional  personnel  essential  to  assure  the  successful 
operation  of  the  Division  in  accordance  with  the  mission. 
All  staff  participate  in  the  general  administrative  support 
functions  which  include: 


1. 

Appropriate  implementation  of  State  laws,  rules  and 
regulations. 

2. 

Implementation  of  County  policies  and  procedures. 

3. 

Establishment  of  Division  Policies  and  Standards. 

4  . 

Integration  of  technical  and  operational  require¬ 
ments  . 

5. 

Monitoring  implementation  of  all  standards. 

6  . 

Planning  and  evaluation. 

7  . 

Assurance  of  operational  continuity,  effective¬ 
ness,  and  efficiency. 

8. 

Accountability  to  superior  levels  of  organization. 

9. 

Provision  of  technical  assistance  to  operational 
units . 

The  professional  patient  care  leadership  for  the  Division 
will  be  carried  on  primarily  by  the  Director  of  Social  Serv¬ 
ices,  Director  of  Nursing,  and  the  Medical  Director.  This 
leadership  will  include: 


1. 

Development  of  Professional  Standards. 

2. 

Definition  of  functions  and  tasks  of  various 
levels  of  the  profession. 

3. 

Staffing  patterns  and  personnel  requirements. 

4  . 

Establishment  of  professional  priorities  con¬ 
sistent  with  Division  goals  and  priorities. 

5. 

Design  and  implementation  of  professional  and 
multidisciplinary  quality  assurance  programs. 

The  patient  care  leadership  will  be  involved  with  pa¬ 
tient  care  in  all  units  within  the  Division  where  patient 
care  is  provided.  They  will  meet  regularly  to  discuss  mat¬ 
ters  of  mutual  concern,  advise  the  Director  of  professional 
matters,  and  assure  appropriate  professional  performance. 

The  duties  and  responsibilities  of  the  Division  Staff 
are  attached.  Because  of  the  multiple  demands  made  on  the 
Division,  special  assignments  and  responsibilities  will  fre¬ 
quently  be  added  to  the  basic  duties  of  Division  Staff. 


DIRECTOR  OF  NURSING: 

1.  Serves. as  the  representative  of  nursing  on  the  staff 
of  the -Division  of  Public  Health  and  participates 

in  the  patient  care  leadership  function  including: 

a.  Professional  standards  for  nursing. 

b.  Definition  of  functions  and  tasks  for  all 
levels  of  nursing  staff. 

c.  Personnel  requirements  and  staffing  patterns. 

d.  Priorities  for  nursing  activity. 

e.  Quality  assurance. 

2.  Advises  the  Director  on  all  matters  concerning 
nursing . 

3.  Serves  as  consultant  to  all  units  within  Ambulatory 
Care,  Long  Term  Care,  Community  Health  Services, 
and  Home  Health  Care  in  relationship  to  nursing. 

4.  Reviews  and  makes  recommendations  on  any  plan  of 
action  which  involves: 

a.  Changes  in  staffing  patterns  (Final  authority 
for  positions  below  Nurse  III  rests  with  op¬ 
erational  unit  subject  to  review  by  Division 
Director  at  the  request  of  the  Director  of 
Nursing . ) 

b.  Reclassifications  (Total  authority  for  tech¬ 
nical  qualifications.) 


c.  Recruitment  or  promotions  to  classifications 
of  Nurse  III  and  above. 

d.  Nurse  protocols  and  audits. 

e.  Screens  all  nurse  practitioner  applications 
prior  to  review  and  interview  by  medical 
staff  and  hiring  team.  Reviews  nurse  prac¬ 
titioner  promotions. 

5.  Is  responsible  for  representing  the  Division  in 
effecting  satisfactory  movement  of  patients  to  and 
from  the  hospital  including: 

a.  Administrative  direction  of  Home  Health  Care. 

b.  Monitoring  and  coordination  of  the  Medical 

1  Advice  Center  with  units  within  the  Division. 

c.  Monitoring  and  facilitating  the  referral  of 
patients  to  and  from  hospital  outpatient 
clinics . 

6.  Defines  educational  needs  for  nursing  staff  and 
organizes  such  educational  activities  as  are  deemed 
necessary . 

7.  Participates  in  the  evaluation  of  nursing  super¬ 
visors  . 

8.  Is  responsible  for  reviewing  and  approving  all 
education  of  nursing  students  undertaken  with  the 
Department,  and  of  approving  any  special  studies 
undertaken  by  students. 

9.  Develops  and  maintains  a  quality  assurance  program. 

She  will  meet  with  management  teams  of  each  Primary  Care 
Center,  each  major  unit  within  Community  Health  Services, 
and  with  Long  Term  Care  at  least  twice  each  year  to  review 
the  statistical  data,  utilization,  activities  and  staffing  of 
the  unit.  She  will  prepare  a  report  for  the  unit  and  the 
Director  of  the  Division  of  Public  Health  on  her  findings  and 
recommendations . 
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DIRECTOR  OF  SOCIAL  SERVICES: 


1.  Serves  as  the  representative  of  Social  Services  on 
the  staff  of  the  Division  of  Public  Health  and  par¬ 
ticipates  in  the  patient  care  leadership  function 
including : 

a.  Establishing  professional  standards  for 
Counseling  staff. 

b.  Defines  functions  and  tasks  for  all  levels 
of  Counseling  staff  (includes  specific 
privilege  delineation  of  all  Social  Services 
staff) . 

c.  Recommends  appropriate  staffing  patterns; 
establishes  priorities  for  Social  Services 
activity . 

d.  Develops  and  maintains  a  quality  assurance 
program . 

2.  Advises  Director  on  all  matters  concerning  Social 
Services . 

3.  Serves  as  consultant  to  all  units  within  Ambulatory 
Care,  Long  Term  Care,  Community  Health  Services, 
and  Home  Health  Care  relative  to  responsibilities 
listed  under  Item  1  and  including  questions  of 
role  and  appropriateness  of  Social  Services  program 
within  the  unit. 

4.  Participates  in  and  makes  recommendations  to  the 
unit  and  the  Division  Director  on  any  plan  of  action 
which  involves: 

a.  All  changes  in  staffing  patterns. 

b.  Reclassifications  and  promotions. 

c.  Social  Services  protocols  and  audits. 

d.  Recruitment  and  selection  of  all  Counselor 
staff . 

5.  Has  final  responsibility  for  recruitment  and  se¬ 
lection  of  ail  Counselor  staff  at  Counselor  III 
and  above . 
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6.  Serves  as  a  direct  consultant  to  all  Counseling 
staff  in  matters  of: 

a.  Case  management  (patient  care). 

b.  Development  of  appropriate  care  plans. 

c.  Verification  of  community  resources. 

7.  Defines  educational  needs  for  Counseling  staff  and 
develops  appropriate  staff  development/in-service 
training  programs. 

8.  Serves  as  consultant  to  the  Director  and  Management 
Teams  in  group  process,  team  development,  patient 
grievance  procedures,  patient/staff  relations. 

9.  Assist  in  counseling  supervisor  and/or  employees 
with  problems  involving  interpersonal  relation¬ 
ships  . 

10.  Responsible  for  developing  and  maintaining  an  ed¬ 
ucation  program  for  all  Social  Work  students  and 
approving  any  special  studies  undertaken  by  stu¬ 
dents  . 

11.  He  will  meet  with  Management  Teams  of  each  Primary 
Care  Center,  each  major  unit  within  Community  Health 
Services,  and  with  Long  Term  Care  periodically  to 
review  the  statistical  data,  utilization,  activities, 
and  staffing  of  the  unit;  and  will  prepare  a  report 
for  the  unit  and  the  Director  of  the  Division  of 
Public  Health  on  his  findings  and  recommendations. 

MEDICAL  DIRECTOR: 

1.  Serves  as  the  representative  of  clinical  providers 
on  the  staff  of  the  Division  of  Public  Health  and 
participates  in  the  patient  care  leadership  func¬ 
tion  including: 

a.  Professional  standards  for  clinical  providers 
(Clinical  providers  means  physicians,  phys¬ 
ician  assistants  and  nurse  practitioners; 
including  triage  functions). 
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b.  Definition  of  functions  and  tasks  for  all 
levels  of  clinical  providers  staff. 

c.  Personnel  requirements  and  staffing  patterns. 

d.  Priorities  for  clinical  providers  activity. 

e.  Quality  assurance. 

2.  Advises  the  Director  on  all  matters  concerning  cli¬ 
nical  providers. 

3.  Serves  as  consultant  to  all  units  within  Ambulatory 
Care,  -Long  Term  Care,  Community  Health  Services  and 
Home  Health  Care  in  relationship  to  clinical  pro¬ 
viders  . 

4.  Assists  the  Director  in  the  maintenance  of  general 
medical  direction  for  all  clinical  services  within 
the  Division. 

Specific  responsibilities  include:- 

1.  Provides  professional  leadership  for  the  physicians 
within  the  Division: 

a.  Insures  quality  of  clinical  practice  in  the 
care  of  patients  for  all  clinical  services 
within  the  Division. 

b.  Insures  continuity  of  patient  care  between 
clinics  and  Maricopa  County  General  Hospital. 

c.  Recruits  and  assigns  physicians. 

d.  Establishes  programs  for  continuing  medical 
education . 

e.  Designs  and  implements  medical  audits  and 
participates  in  multidisciplinary  audits. 

f.  Evaluates  the  performance  of  Clinical 
Directors . 

g.  Supervises  the  clinical  aspects  of  all 
programs . 

2.  Serves  as  Chairman  of  the  Maricopa  County  General 
Hospital  Department  of  Community  Medicine. 
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3. 


Establishes  close  working  relationship  with  pro¬ 
fessional  staff  at  Maricopa  County  General  Hospital 
and  works  to  improve  and  maintain  close  professional 
ties  specifically  in  the  areas  of: 

a.  Patient  referral. 

b.  Continuing  medical  education. 

c.  Postgraduate  medical  training, 
e.  Utilization  review. 

4.  Works  with  the  Director  of  Nursing  to  develop  ex¬ 
tended'  roles  for  nurses  and  other  mid-level  prac¬ 
titioners,  and  develops  appropriate  protocols  and 

guidelines  for  practice. 

5.  Performs  direct  patient  clinical  services  a 
minimum  average  of  twelve  hours  per  week. 

6.  Meetswith  management  teams  in  clinical  operational 
units  twice  a  year  to  discuss  physician  staffing, 
utilization  and  future  plans. 

DIRECTOR  OF  PLANNING,  EVALUATION  &  SPECIAL  PROJECTS: 

1.  Serves  on  the  staff  of  the  Division  of  Public  Health 
and  advises  the  Director  on  the  broad  area  of  plan¬ 
ning  and  evaluation  including: 

a.  Articulation  and  dissemination  of  the  goals, 
objectives,  priorities  and  policies  of  the 
Division. 

b.  Special  studies  to  identify  areas  where  pro¬ 
gram  deficiencies  exist. 

c.  Formulation  of  alternative  program  activities 
to  further  the  goals  of  the  Division. 

e.  Evaluation  of  a  variety  of  aspects  of  the 
delivery  of  health  services. 

2.  Serves  as  consultant  to  all  units  of  the  Division 
in  relationship  to  planning  and  evaluation. 
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3. 


Is  directly  responsible  for  all  matters  (except 
budgetary)  relating  to  health  delivery  grants 
(excluding  categorical  grant  programs  residing 
within  Community  Health  Services)  to  include: 

a.  Design  of  programs  which  may  be  supported  by 
grants . 

b.  Application  for  grant  funds. 

;c.  Liaison  with  granting  authority,  agency 

or  foundation i 

d.  Reporting  on  grants. 

e.  Liaison  with  the  Controller's  office  on 

•budgetary  and  financial  reporting  matters 

relating  to  grants. 

GENERAL  SERVICES  ADMINISTRATOR: 


Serves  on  the  staff  of  the  Division  of  Public  Health  and 
advises  the  Director  in  matters  pertaining  to  General  Services 

General  responsibilities  include: 

1.  Coordination  with  hospital  or  public  health  units 
regarding  general  services. 

2.  Liaison  with  County,  State,  City  or  nonofficial 
agencies  in  assigned  areas. 

3.  Long-range  facility  and  equipment  planning. 

4.  Day-to-day  responsibility  for  facility  construction, 
equipping,  leasing,  remodeling  and  maintenance. 

5.  Policy,  procedure  and  implementation  relating  to 
expenditure  control  in  areas  of  transportation, 
mileage,  record  reproduction,  utilities,  inventory 
control,  equipment  requisition  control,  etc. 

6.  Ad  Hoc  assignments. 

Special  duties  include: 

1  .  Coordination 

a.  Assist  in  policy  determination  in  such  matters 
as  property  acquisition,  space  allocation, 
building  maintenance,  etc. 


b.  Coordination  of  activities  involving  Con¬ 
troller’s  Office  regarding  aspects  of  re¬ 
quisitions,  purchase  orders,  inventory,  pay¬ 
ments  of  claims,  contracts,  leases,  etc. 

c.  Consultant,  as  necessary,  for  Primary  Care 
Center  Administrators,  Cost  Center  Managers 
and  other  public  health  professional  staff 

on  a  variety  of  problems  involving  day-to-day 
general  services  operations. 

Liaison 

a.  Responsible  for  contact  with  other  County 
Departments  such  as  Buildings  and  Grounds, 
Mechanical  Equipment,  Highway,  etc.,  regarding 
both  long  and  short-range  operational  items. 

b.  Responsible  for  contacts  with  State,  City  and 
unofficial  agencies  in  regard  to  licensing, 
leases,  general  services  contracts,  etc. 

c.  Responsible  for  negotiation  with  public  or 
private  owners  for  leases,  etc.,  of  land  or 
property . 

Planning 

a.  Consults  with  architects  regarding  plan  de¬ 
tails  on  proposed  buildings. 

b.  Consults  with  other  County  officials,  City 
officials  and  State  Health  Department  re¬ 
garding  sites,  long-term  leasing,  Hill-Burton 
applications  and  a  variety  of  topics  regard¬ 
ing  long-range  plans  for  remodeling,  building, 
land,  etc. 

c.  Plans  equipment  needs  for  expansion  areas  or 
replacements . 

d.  Works with  Health  Director  and  other  profes¬ 
sional  staff  in  long-range  planning  of  plant. 

e.  Works  with  Primary  Care  Center  Administration 
and  Cost  Center  Managers  in  planning  remod¬ 
eling  projects,  etc. 


4 .  Operational 


a.  Responsible  for  supervision  of  County-wide 
communications  systems. 

b.  Responsible  for  all  aspects  of  all  health 
building  routine  repairs  and  security. 

c.  Responsible  for  coordinating  all  aspects  of 
daily  building  maintenance  through  the  Assis¬ 
tant  County  Manager  for  Building  and  Grounds, 
etc . 

d.  Preparation  of  requested  reports,  contracts, 
agreements,  correspondence,  etc. 

e.  Review  of  equipment  requisitions. 

5.  Expenditure  Control 

Aids  in  defining  day-to-day  policy  and  pro¬ 
cedures  in  expenditure  control  in  various 
areas  of  general  services. 

CLINICS  COORDINATOR: 

While  on  the  staff  of  the  Director  of  Nursing,  the 
clinics  coordinator  provides  a  wide  variety  of  support  for 
various  Division  staff  and  operational  units. 

Duties  and  responsibilities  include: 

1.  Approves  all  clinic  supply  requests  submitted  to 
Public  Health  Division  Central  Supply. 

2.  Arranges  for  special  program  supplies,  i.e.  Head¬ 
start,  special  immunization  programs. 

3.  Oversees  clinic  stock  supplies  at  1825  Central 
Supply . 

4.  Arranges  for  repair  of  instruments  and  equipment. 

Responsible  for  1825  Central  Supply  and  the  super¬ 
vision  of  the  Nursing  Assistant. 


5. 


6.  Provides  consultation  services  to  Public  Health 
Nurse  Supervisors,  Juvenile  Detention,  V.  D. 
Control,  The  Department  of  Corrections,  Long  Term 
Care,  and  to  the  ASU  College  of  Nursing  for  tech¬ 
nical  nursing  problems. 

7.  Coordinator  of  biologies  from  the  Arizona  State 
Department  of  Health  Services  to  the  appropriate 
clinics  and  private  M.D.'s. 

8.  Maintains  small  equipment  for  the  Home  Health  Care 
loan  closet,  dispenses  and  receives  items,  and 
orders  all  loan  closet  equipment. 

9.  Interviews,  hires  and  schedules  the  pool  nurses, 
and  supervises  the  activities  of  the  Pool  Nurse 
Service . 
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COMMUNITY  HEALTH  SERVICES 


The  goal  of  Community  Health  Services  is  to  promote, 
protect  and  maintain  the  optimum  health  of  all  citizens  in 
the  community,  and  to  conserve  its  human  health  resources. 
Specific  functions  include: 

1.  Identify  specific  health  problems  in  the  community, 
develop  resources,  design  and  assure  implementation 
of  programs  to  alleviate  the  problems. 

2.  Prevent  disease,  disability  and  death  among  the 
general  population  by  maintaining  a  broad  spectrum 
preventive  services  program  provided  through  the 
Primary  Care  Centers  and  specialized  clinics. 

3.  Establish  standards,  monitor  and  evaluate  all  pre¬ 
ventive  services  provided  through  the  County  Health 
Department  System  including  Primary  Care  Centers. 

4.  Promote  health  awareness  and  provide  planning  lead¬ 
ership  through  extensive  participation  in  health 
related  community  affairs. 

5.  Promote  change  and  innovation  in  health  care  de¬ 
livery  through  the  design  and  implementation  of 
demonstration  projects. 

6.  Establish  and  maintain  a  community  health  profile 
for  purposes  of  surveillance,  monitoring  and 
planning . 


COMMUNITY  HEALTH  SERVICES  ADMINISTRATION 


Community  Health  Services  Administration  is  responsible 
for  providing  uniform  administrative  direction  for  the  pro¬ 
grams  and  operational  units  within  Community  Health  Services, 
and  for  providing  a  focus  for  discussion  and  resolution  of 
problems  which  affect  operations.  As  such,  it  is  supportive 
and  facilitative  and  is  responsible  for  assuring  that  prob¬ 
lems  are  identified,  defined  and  resolved.  In  defining  the 
resolution.  Community  Health  Services  Administration  has 
access  to  and  will  utilize  the  appropriate  resources  within 
the  Division  and/or  the  Department  of  Health  Services. 

Community  Health  Services  Administration  is  responsible 
for  assuring  that  the  process  of  administration,  including 
planning organizing ,  directing,  coordinating  and  evaluating, 
are  carried  on  throughout  all  programs  and  operational  units. 

Community  Health  Services  is  responsible  for  utilizing 
the  patient  care  leadership  within  the  Division  of  Public 
Health  for  all  issues  which  substantively  affect  patient 
care  leadership  functions  as  part  of  Community  Health  Serv¬ 
ices  . 
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COMMUNITY  HEALTH  SERVICES 


ASSISTANT  DIRECTOR  FOR  COMMUNITY  HEALTH  SERVICES: 

The  Assistant  Director  for  Community  Health  Services  is 
responsible  to  the  Director  of  the  Division  of  Public  Health 
for  the  operation  of  all  Community  Health  Bureaus,  Programs, 
facilities  and  functions.  Major  subcomponents  of  the  Pro¬ 
gram  for  Community  Health  Services  include  the  Bureau  of  Ma¬ 
ternal  and  Child  Health,  Bureau  of  Disease  Control,  Bureau 
of  Nutrition  and  WIC  Program,  Dental  Health  Bureau,  Bureau 
of  Statistics  and  Vital  Registration,  Correctional  Medical 
Program,  Health  Education  Bureau,  and  the  1825  East  Roo¬ 
sevelt  Clinic.  • 

Specific  duties  and  responsibilities  include: 

1.  Coordinates  all  program  planning  and  development 
for  Community  Health  Services  (CHS)  programs. 

2.  Supervises  and  facilitates  all  grants  development 
and  administration  activities  for  CHS  programs. 

3 .  Coordinates  and  participates  in  program  evaluation 
activities  for  CHS  programs. 

4.  On  behalf  of  the  Division  Director,  functions  as 
principal  administrative  representative  of  the 
Health  Department  in  external  organizational  and 
other  community  relationships  involving  the  Depart¬ 
ment's  community  health  responsibilities. 

5.  Provides  administrative  direction  for  all  CHS 
Bureau  Chiefs,  1825  Nursing  Supervisor  and  1825 
Administrator . 

6.  Coordinates  communications  between  Community  Health 
programs  and  other  major  elements  of  the  Health 
Department  and  Department  of  Health  Services.: 

7.  Supervises  and  coordinates  all  budgeting  activities 
for  CHS  programs. 

8.  Supervises  and/or  reviews  all  internal  personnel 
management  functions  of  Community  Health  programs. 
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ASSISTANT  DIRECTOR  FOR  COMMUNITY  HEALTH  SERVICES  (Cont'd) 


9.  On  behalf  of  the  Director  is  responsible  for  inter¬ 
pretation  of  Division  and  Departmental  policy  in 
matters  relating  to  program  operations. 

10.  Functions  as  Cost  Center  Manager  for  Community 
Health  Services  Administration. 

11.  At  the  discretion  of  the  Division  Director  performs 
special  projects  or  activities  involving  adminis¬ 
trative  representation  of  the  Department,  management 
analysis,  recruiting  and  selection,  etc. 

12.  Works  closely  with  Ambulatory  Care  Administration 
to  assure  appropriate  priority  of  services  required 
to  carry  out  Community  Health  Services  program  ob¬ 
jectives  . 

13.  Performs  and  requests  studies  and  recommends  ad¬ 
justments  in  organization,  staffing,  systems  and 
procedures  within  Community  Health  Services. 


APPENDIX  C 


AMBULATORY  CARE  SERVICES 


Ambulatory  Care  Services  encompasses  the  Primary  Care 
Centers  and  their  Satellites  which  provide  patient  services 
in  accordance  with  the  multi-functional  mandates,  policies 
and  priorities  of  the  Department  of  Health  Services. 

The  service  mandates  of  the  Division,  carried  out  in 
each  Center  through  the  program  for  Ambulatory  Care  are: 

1.  To  provide  comprehensive  (including  preventive) 
primary  care  services  to  the  indigent  population. 

2.  To  provide  preventive  services  to  those  who  are 
unable  to  receive  service  elsewhere. 

3.  To  provide  communicable  disease  services  to  the 
population  in  need. 

4.  To  provide  health  related  services  essential  to 
the  individual  or  the  community  which  are  not 
provided  by  other  resources. 

In  addition,  services  may  be  provided  to  others  if 
these  services  do  not  result  in  additional  cost  to  the 
County,  and  if  the  provision  of  services  does  not  detract 
from  the  mandated  services. 
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AMBULATORY  CARE  ADMINISTRATION 


Ambulatory  Care  Administration  is  responsible  for  pro¬ 
viding  uniform  administrative  direction  for  the  Primary  Care 
Centers  and  for  providing  a  focus  for  discussion  and  resolu¬ 
tion  of  problems  which  affect  Center  operations.  As  such, 
it  is  supportive  and  facilitative  and  is  responsible  for 
assuring  that  problems  are  identified,  defined  and  resolved. 

In  defining'  the  resolution,  Ambulatory  Care  Administration 
has  access  to  and  will  utilize  the  appropriate  resources  with¬ 
in  the  Division  and/or  the  Department  of  Health  Services. 

Ambulatory  Care  Administration  consists  of: 

Assistant  Director 
Laboratory  Coordinator 
Pharmacy  Coordinator 
Secretary 

The  functions  of  Billing  and  Eligibility  Liaison  also 
reside  in  this  office  though  they  are  carried  on  by  Admin¬ 
istrators  who  have  responsibilities  in  a  Primary  Care  Center. 

Ambulatory  Care  Administration  is  responsible  for  as¬ 
suring  that  the  process  of  administration,  including  planning, 
organizing,  directing,  coordinating  and  administratively 
evaluating,  are  carried  on  throughout  all  operational  units. 

Ambulatory  Care  Administration  is  responsible  for  util¬ 
izing  the  patients  care  leadership  within  the  Division  of 
Public  Health  for  all  issues  which  substantively  affect  pa¬ 
tient  care.  In  this  capacity,  the  patient  care  leadership 
functions  as  part  of  Ambulatory  Care. 
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AMBULATORY  CARE 


ASSISTANT  DIRECTOR: 


The  Assistant  Director  for  Ambulatory  Care  is  respon¬ 
sible  to  the  Director,  Division  of  Public  Health.  He  serves 
as  the  focal  point  for  the  direction  of  Ambulatory  Care,  re¬ 
ceiving  input  frbm  all  of  the  Centers,  from  other  units  of 
the  Division  and  from  the  Department  of  Health  Services.  He 
analyzes,  clarifies  and  processes  the  multiple  inputs  into 
a  format  which  is  usable  at  the  Center  level. 

Specific  duties  and  responsibilities  include: 

1.  Assures  that  Primary  Care  Centers  operate  in  con¬ 
formance  with  applicable  laws,  rules,  regulations 
and  policies. 

2.  Assures  that  management  teams  operate  effectively 
in  maintaining  the  operation  of  the  Centers. 

3.  Assures  that  deficiencies  in  policies  are  brought 
to  the  attention  of  the  appropriate  policy-making 
group . 

4.  Supervises  the  Administrators  of  all  Primary  Care 
Centers,  develops  policies,  procedures  and  stand¬ 
ards  for  effective  operation  of  the  Public  Health 
Division's  Ambulatory  Care  delivery  sites,  and 
initiates  corrective  action  as  needed  through  the 
Administrator  and/or  Management  Team. 

5.  Approves,  reviews  or  makes  recommendations  on  all 
personnel  actions  for  Primary  Care  Center  staff 
(except  physicians)  to  include  recruiting,  ter¬ 
mination,  promotion  or  demotion  and  meeting  re¬ 
quests  . 

6.  Assures  development  of  the  annual  budget  for  Ambu¬ 
latory  Care  Services  and  monitors  revenue  and  ex¬ 
penditures  of  the  Primary  Care  Center's  budgets. 

7.  Provides  administrative  coordination  between  the 
operation  of  the  Primary  Care  Centers  and  Maricopa 
County  General  Hospital. 
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AMBULATORY  CARE  ASSISTANT  DIRECTOR  (Cont'd) 


8.  Provides  administrative  coordination  between  the 
operation  of  the  Primary  Care  Centers  and  other 
County  departments  and  outside  agencies. 

9.  Provides  coordination  between  the  operation  of  the 
Primary  Care  Centers  and  Community  Health  Services 
inter-related  functions. 

10.  Performs  and  reques-ts  studies  and  recommends  ad¬ 
justments  in  organization,  staffing,  systems  and 
procedures  in  the  Public  Health  Division's  Ambu¬ 
latory  Care  delivery  sites. 

11.  On  behalf  of  the  Director  is  responsible  for  in¬ 
terpretation  of  Division  and  Departmental  policy 

-  in  matters  relating  to  program  operations. 

12.  Functions  as  Cost  Center  Manager  for  Ambulatory 
Care  Services  Administration. 

13.  At  the  discretion  of  the  Division  Director  per¬ 
forms  special  projects  or  activities  involving 
administrative  representation  of  the  Department, 
management  analysis,  recruiting  and  selections, 
etc . 

14.  Works  closely  with  Community  Health  Services,  Long 
Term  Care  and  Home  Health  Care  to  assure  appro¬ 
priate  priority  of  services  consistent  with  Divi¬ 
sion  objectives. 


AMBULATORY  CARE 


LABORATORY  AND  PHARMACY  COORDINATORS: 


The  laboratory  technician  and  the  pharmacist  are  ac¬ 
countable  to  the  Primary  Care  Center  Management  Team,  as 
specified  in  the  internal  Primary  Care  Center  Organization 
Chart,  for  the  provision  of  laboratory  and  pharmacy  serv¬ 
ices  within  the  Primary  Care-  Center. 

Because  of  the  technical  nature  of  these  two  functions, 
and  because  there  are  legal  and  professional  requirements  to 
be  met.  Ambulatory  Care  Services  has  designed  a  Laboratory 
Coordinator  and  a  Pharmacy  Coordinator  to  insure  that  Pri¬ 
mary  Care  Center  laboratories  and  pharmacies  and  their 
personnel  meet  all  technical,  professional,  and  legal  stand¬ 
ards  and  requirements.  In  this  role,  the  coordinators  are 
technically  accountable  to  the  Director  of  the  Laboratory 
or  Pharmacy  at  Maricopa  County  General  Hospital,  and  act  as 
technical  advisors  to  the  Primary  Care  Center  management 
teams  and  to  the  patient  care  team  of  the  Division.  The 
coordinators  report  administratively  to  the  Assistant  Di¬ 
rector  for  Ambulatory  Care  Services. 

On  personnel  matters,  including  recruiting,  selection, 
promotion,  transfer,  evaluation  and  termination,  the  coor¬ 
dinators  are  technical  advisors  to  the  Primary  Care  Center. 
They  set  the  standards  and  qualifications  for  laboratory 
technicians  and  pharmacist,  screen  applicants,  participate 
in  the  selection  process,  advise  on  matters  of  promotion, 
transfer  and  termination  and  participate  in  evaluations. 
However,  the  final  decision  making  authority  on  personnel 
matters  is  the  responsibility  of  the  Primary  Care  Center 
Management  Team. 

On  operational  matters  concerning  Primary  Care  Center 
laboratories  and  pharmacies,  the  coordinators  will  be  re¬ 
sponsible  to  the  Assistant  Director,  Ambulatory  Care  Ser¬ 
vices,  for  the  development  of  operational  standards  and 
policies.  The  Primary  Care  center  Management  Team  will  be 
responsible  to  the  Assistant  Director,  Ambulatory  Care  Ser¬ 
vices  for  the  implementation  of  these  policies  and  standards. 
The  coordinator  will  monitor  and  evaluate  the  operation  of 
Primary  Care  Center  laboratories  and  pharmacies  and  submit 
written  reports  to  the  Assistant  Director,  Ambulatory  Care 
Services,  and  to  the  Primary  Care  Center  Management  Team 
member  who  is  responsible  for  the  pharmacy  and  laboratory. 


PRIMARY  CARE  CENTER 


R  esponsibilities : 


The  Primary  Care  Center  is  responsible  for  delivering 
medical  and  medically  related  services  in  accordance  with 
the  multi-functional  mandates,  policies  and  priorities  of 
the  Department  of  Health  Services. 

The  major  service  goals-are: 

1.  To  provide  comprehensive  (including  preventive) 
medical  care  to  the  indigent  population. 

2.  To  provide  preventive  services  to  those  who  are 
unable  to  receive  service  elsewhere. 

3.  To  provide  communicable  disease  services  to  the 
population  in  need. 

4.  To  provide  health  services  essential  to  the  in¬ 
dividual  or  the  community  which  are  not  provided 
by  other  resources. 

In  addition,  services  may  be  provided  to  others  if 
the  services  do  not  result  in  additional  cost  to  the  County 
and  if  the  provision  of  services  does  not  detract  from  the 
mandated  services. 

Center  Management  also  has  responsibilities  in  planning 
and  management.  These  are: 

Planning 


The  Primary  Care  Center  shall,  as  an  integral  part 
of  its  operation,  plan  for  a  balanced  program  of 
services  which  recognizes  the  needs  of  the  pop¬ 
ulation,  the  availability  of  alternate  resources, 
and  the  funds  available  to  the  Center.  The  plan 
should  be  reviewed  by  the  Director  of  Planning, 
Evaluation  and  Special  Projects  for  consistency 
with  the  Division  plan. 

This  planning  function  should  recognize  and  uti¬ 
lize  the  program  interests  within  the  Department, 
including  those  within  Community  Health  Services,  • 
those  within  the  Hospital,  and  those  represented 
by  Home  Health  Care  and  Long  Term  Care. 


PRIMARY  CARE  CENTER  (Cont'd) 


The  planning  activities  should  include  a  demog¬ 
raphic  description  of  the  population  served  by 
the  center  (geographic  catchment  area) ,  indices 
of  health  status  and  special  health  needs.  This 
description  should  be  updated  annually. 

Management 


The  management  goals  of  the  Center  are  to  achieve 
a  service  program  that  recognizes  both  patient  and 
community  needs,  that  is  understandable  to  pa¬ 
tients  and  staff,  that  is  adaptable  to  changing 
needs  and  priorities,  and  that  provides  the  best 
care  to  most  people.  The  management  function 
should  assure  that  the  flow  of  patients  through 
the  Center : 

1.  Achieves  maximum  staff  utilization. 

2.  Achieves  minimum  patient  waiting  time. 

It  should  also  critically  evaluate  Center  Service 
in  terms  of  cost  and  effectiveness. 

The  management  of  Primary  Care  Centers  will  be  by 
means  of  Management  Teams  (See  Division  Policy  and 
Procedure  Number  10-78-06). 
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LONG  TERM  CARE 


(To  Be  Published) 


APPENDIX  E 


HOME  HEALTH  CARE 


(To  Be  Published) 


APPENDIX  F 


ENVIRONMENTAL  SERVICES 


(To  Be  Published) 


APPENDIX  G 


RABIES/ANIMAL  CONTROL 


(To  Be  Published) 


APPENDIX  V  -  B 


MARICOPA  COUNTY  DEPARTMENT  OF  HEALTH  SERVICES 
DIVISION  OF  PUBLIC  HEALTH 

DIVISION  POLICY 
AND  PROCEDURE 

NUMBER  10-78-06  November  1,  1978 

GENERAL  OPERATIONS 
MANAGEMENT  TEAM 

1.  PURPOSE: 

To  describe  the  structure,  scope,  process,  and  responsibilities 
of  the  Management  Team. 

2.  APPLICABILITY: 

Management  Teams  will  be  used  in  all  large  multi-functional 
operational  Centers  where  medical  services  are  provided  in¬ 
cluding  Primary  Care  Centers,  1825  Clinics,  and  Long  Term  Care. 

3 .  RATIONALE: 

The  establishment  of  team  management  as  the  management  model 
is  an  attempt  to  recognize  the  complexity  of  the  problems  and 
decisions  which  confront  a  Center  on  a  daily  basis. 

In  order  for  the  Center  to  perform  in  an  optimal  manner,  it 
must  be  responsive  to  a  wide  variety  of  potentially  conflicting 
groups,  programs,  concepts,  and  realities.  This  includes  pro¬ 
fessional  groups  within  and  outside  the  Center,  community  groups 
patients,  specific  preventive  programs,  special  therapeutic  serv 
ices,  community  programs,  and  other  units  of  Health  Services  and 
County  Government. 

Successful  negotiations  to  maintain  optimal  responsiveness  in 
this  kind  of  setting  requires  the  understanding,  the  participa¬ 
tion,  and  the  cooperation  of  the  entire  Center.  Since 
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potentially  conflicting  views  are  inevitable,  the  Management 
Team  has  been  established  to: 

a.  Provide  a  broad-based,  open  forum  for  decision-making 
which  encourages  a  maximum  contribution  from  all  dis¬ 
ciplines,  and  allows  a  "whole-patient"  approach  to  the 
provision  of  health  care. 

b.  Achieve  a  rational  decision-making  process  which  max¬ 
imizes  the  utilization  of  resources  to  produce  good 
quality  health  care  at  a  reasonable  cost. 

c.  Allow  full  development  and  utilization  of  the  Center's 
human  resources  through  a  participative  management 
process  which  encourages  communication  from  the  first-line 
level  to  other  levels  of  management. 

4 .  CONCEPT  i 

The  Management  Team  itself  serves  as  the  "governing  body" 
of  the  Center  to  interpret  and  implement  policy  and  to  devise 
appropriate  procedures  for  Center  operation.  Within  this 
contex,  it  has  certain  responsibilities  and  is  subject  to 
certain  constraints. 

a.  Responsibilities  of  the  Center  Management  Team: 

1)  Makes  decisions  which  govern  day-to-day  operation 
of  the  Center.  These  decisions  are  made  within 
the  parameters  of  existing  policy,  and  are  sub¬ 
ject  to  review  by  other  levels  of  management. 

Policies  are  generally  established  at  upper  levels 

of  management.  They  normally  consist  of  "what" 

and  leave  the  "how"  to  the  discretion  of  the  Centers. 
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In  some  cases,  the  need  for  system  uniformity  or  the 
requirements  of  external  sources  impose  "how  to"  re¬ 
quirements.  The  Policies  and  Procedures  Manual  de¬ 
fines  uniform  policies. 

The  direct  supervision  of  day-to-day  operations  should 
not  be  the  prime  concern  of  the  Management  Team  but 
should  be  delegated  on  a  functional  basis  to  individual 
team  members.  These  individuals  should  be  held  re¬ 
sponsible  for  the  direct  operations  that  are  assigned. 

The  rationale  for  this  approach  is  to  maintain  all 
policy  issues  at  a  team  (group)  level  while  main¬ 
taining  clearly  delineated  individual  responsibility 
for  all  matters  requiring  day-to-day  supervision  and 
problem  solution.  Most  operational  decisions  are 
concerned  with  internal  resource  allocation  to  achieve 
the  objectives  of  the  Division  of  Public  Health  and  the 
individual  Center.  This  includes  the  definition  of  the 
organizational  structure  of  the  Center  to  assure  ade¬ 
quate  supervision  of  all  employees  and  to  assure  that 
all  employees  have  a  line  of  communication  to  the  Manage¬ 
ment  Team.  All  Center  staff  must  report  directly  or  in¬ 
directly  to  one  of  the  three  core  members  of  the  team 
for  purposes  of  site  direction  and  evaluation.  (Some 
individuals  working  in  Center  are  not  members  of  Center 
staff  and  report  to  a  central  program  unit.) 
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2)  Formulates  the  operational  budget  for  management 
of  the  Center.  This  is  accomplished  through  eval¬ 
uation  of  service  utilization  data,  forecasting  of 
demand  based  upon  demographic  and  other  data,  ac¬ 
knowledgement  of  service  objectives  of  the  Division, 
and  recognition  of  the  realities  of  resource  avail¬ 
ability  and  allocation. 

3)  Performs  the  function  of  a  policy  review  body  through 
systematic  review  of  policy  decisions  emanating  from 
the  Division  level  or  above,  with  feedback  to  upper 
management  regarding  feasibility  from  the  Center 
standpoint . 

4)  Responds  with  appropriate  action  to  directives  issued 
by  the  Division  Director  or  his  delegate. 

5)  Individuals  are  responsible  for  informing  other  members 
of  absences. 

b.  To  avoid  some  of  the  potential  problems  inherent  in  team 

management,  it  is  important  to  note  that: 

1)  The  team  concept  is  not  an  autonomous  form  of  organ¬ 
izational  management.  Teams  function  within  pre-existing 
policy  guidelines,  and  all  decisions  are  subject  to  re¬ 
view  by  upper  levels  of  management. 

2)  The  team  process  is  intended  to  allow  maximum  feasible 
staff  participation  in  the  management  of  the  Center  and 
the  system  as  a  whole.  The  team  process  cannot  be  used 
to  avoid  decision  making  and  problem  solving. 
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3)  The  team  process  in  no  way  abrogates  individual 
responsibility  on  the  part  of  key  individuals  within 
the  Center.  The  Clinical  Director,  Nursing  Supervisor, 
Administrator,  etc.,  still  have  specific  duties  and 
responsibilities  which  call  for  individual  decisions. 
The  team  process  does  introduce  an  additional  element 
of  individual  accountability  for  decisional  outcomes 
because  of  the  open  group  process  which  is  the  foun¬ 
dation  of  team  concept. 

4)  Individual  team  members  who  have  problems  with  other 
team  members  should  discuss  it  with  the  appropriate 
Assistant  Director  and  Division  Staff. 

5.  TEAM  STRUCTURE  AND  ROLES: 

The  Management  Team  shall  consist  of  no  less  than  three 
members.  The  Clinical  Director,  Nursing  Supervisor,  and 
Administrator  are  the  designated  team  members. 

The  designated  team  members  are  appointed  by  the  Director, 
Division  of  Public  Health,  on  the  recommendation  of  the 
appropriate  Division  Staff  and  the  Assistant  Director. 

Each  broad  functional  area  of  Center  activity  may  be 
represented  on  the  team  at  the  discretion  of  the  desig¬ 
nated  members.  The  size  and  composition  of  each  Center 
Management  Team  should  be  structured  in  joint  consultation 
among  the  designated  members. 
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The  Management  Team  activities  are  characterized  by  process 
activities  and  substantive  activities.  Process  activities 
are  those  actions  and  procedures  which  are  necessary  to  im¬ 
plement  previously  agreed  upon  issues,  goals,  or  objectives. 
Process  activities  also  include  actions  necessary  to  raise 
substantive  issues  for  consideration  by  the  Management  Team 
and  to  assure  that  the  Team  decides  on  such  issues.  The 
substantive  (policy)  activities  are  those  undertaken  by  the 
team  members  to  arrive  at  a  decision,  policy,  or  direction. 

In  order  to  assure  that  the  Management  Team  functions  to 
effectively  deal  with  internal  and  external  problems  which 
impact  on  Center  operation,  the  responsibility  to  oversee 
the  management  process  is  given  to  the  Administrator.  In 
this  capacity,  he  is  not  authorized  to  impinge  on  the  defined 
professional  responsibilities  of  team  members,  nor  is  he  au¬ 
thorized  to  set  Center  policy  which  is  contrary  to  the  views 
of  team  members. 

He  is  authorized  to  utilize  procedures  necessary  to  implement 
or  follow-up  on  substantive  issues  and  decisions  mutually 
agreed  upon  by  the  entire  Management  Team.  This  may  include 
setting  time  limits  for  problem  resolution,  assuring  that  in¬ 
dividuals  comply  with  agreed  upon  time  frames  for  agreed  upon 
tasks,  and  referring  to  central  administration  issues  which 
require  clarification  and/or  resolution.  These  responsibilities 
are  defined  in  Items  12-16  of  the  Administrator's  job  description. 
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Each  team  member  as  well  as  each  professional  within  the  Center 

l 

has  the  responsibility  of  consulting  with  the  appropriate  Pro¬ 
fessional  Director  or  Coordinator  on  any  aspect  of  Center  op¬ 
eration  which  potentially  compromises  his  or  her  area  of  pro¬ 
fessional  concern.  This  is  an  essential  part  of  the  management 
balance.  Such  consultation  should  be  sought  in  a  manner  which  is 
not  destructive  to  the  essence  of  the  center  management  process, 
a.  Clinical  Director: 

The  Clinical  Director  has  a  dual  role  in  the  Primary  Care 
Center  or  Clinic:  Provision  of  patient  care;  management  and 
administration . 

Approximately  80%  of  the  Clinical  Director's  time  will  be 
spent  in  providing  direct  patient  care  on  individual,  family, 
and  community  levels.  The  remaining  20%  will  be  devoted  to 
administrative  tasks  regarding  PCC  operations.  The  Clinical 
Director  shall  participate  in  all  decision  making  affecting 
primary  care  operations,  and  has  primary  authority  for  med¬ 
ical  decisions  in  the  Clinic. 

1)  General  Management  Responsibilities: 

a)  The  Clinical  Director  shares  the  center  management 
role  with  the  nursing  supervisor  and  the  administrator 
who  together  form  the  core  of  the  center  management 
team. 

b)  Provides  input  and  participates  in  review  of  the 
annual  Center  budget.  Participates  in  regular  re¬ 
view  of  costs  and  cost  effectiveness  of  all  aspects 


of  the  Center. 


DPPN  10-78-06 


Page  8 


c)  Explores  and  helps  in  development  of  relationships 
with  other  health  agencies  and  organizations  within 
the  community  (e.g.,  CAP,  other  providers,  other 
County  Health  Units,  etc.). 

d)  Provides  input,  through  the  Administrator  and  on 
an  ad  hoc  basis,  to  the  community  advisory  board. 

e)  Participates  in  staff  and  community  health  education. 

f)  Responsible  for  the  awareness  of  medical  problems 
with  potential  liability  implications.  Takes  prompt 
steps  to  remedy  situations  where  such  conditions  exist. 

g)  Responsible  for  assuring  that  all  providers  and  others 
supervised  by  the  Clinical  Director  perform  their 
duties  in  a  manner  which  enhances  clinic  operation. 

2)  Medical  Management  Responsibilities: 

a)  Has  overall  authority  and  responsibility  for  clinical 
matters  within  the  Center. 

b)  Supervises  clinical  procedures  in  the  Center. 

c)  Supervises  and  acts  as  the  reporting  superior  for 
those  individuals  designated  in  the  PCC  or  Clinic 
Table  of  Organization.  Is  designated  Deputy  Director 
for  the  PCC  Laboratory. 

d)  Is  responsible  for  interview  and  orientation  of  new 
physicians  for  the  Center. 

e)  Schedules,  directs  and  reviews  the  activities  of 
physicians,  nurse  practitioners  and  physicians' 
assistants  in  the  Center. 
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f)  Is  responsible  for  development,  implementation 

i 

and  review  of  on-site  protocols  for  provision  of 
medical  services  by  physicians,  nurse  practitioners, 
physicians'  assistants,  triage  nurses  and  nurse 
midwives . 

g)  Reviews  and  implements  medical  standards  and  protocols 
as  they  may  be  applicable  to  the  Center. 

h)  Helps  with  the  preparation  of  protocols  and  audits 
required  by  the  Department  of  Community  Medicine  or 
the  Division  of  Public  Health.  May  be  called  to  serve 
on  committees. 

i)  Responsible  for  implementing  Center  quality  assurance 
programs  for  clinical  providers  and  for  participating 
in  multi-disciplinary  quality  assurance  activities. 

j)  Consults  with  the  PCC  or  Clinic  clinicians  regarding 
problems,  procedures,  etc.  involving  their  practice, 
performance,  professional  activities  and  patient  care. 

k)  Coordinates  on-site  continuing  medical  education  for 
PCC  or  Clinic  clinicians,  and  works  with  the  Department 
of  Community  Medicine  for  department-wide  continuing 
medical  education. 

3)  Reporting  Relationships: 

a)  On  all  matters  affecting  Center  operation,  the  primary 
reporting  responsibility  is  to  Management  Team. 

All  working  and  reporting  relationships  external  to 
the  Center  will  be  carried  out  in  a  manner  consistent 
with  the  goal  of  promoting  team  management. 
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b)  Reports  to  the  Medical  Director  (Chairman, 

Department  of  Community  Medicine)  on  all  practi¬ 
tioners'  professional  performance  and  personnel 
problems,  patient  care  delivery  and  other  medically 
related  matters. 

c)  Works  under  the  clinical  supervision,  guidance 
and  review  of  the  Medical  Director.  Is  evaluated 
by  the  Medical  Director  who  shall  seek  input  on 
administrative  performance  from  the  management 
team  members  and  the  Assistant  Director. 

d)  Is  responsible  through  the  Medical  Director  to  the 
Director  of  the  Division  of  Public  Health  on  matters 
concerning  professional  standards  competency. 

b.  Administrator: 

1)  Role:  The  Administrator  shares  the  management  role  with 
the  Clinical  Director  and  the  Nursing  Supervisor  who,  to¬ 
gether,  form  the  core  of  the  Center  Management  Team.  The 
Administrator  ensures  that  the  Center  functions  in  a  man¬ 
ner  which  allows  the  providers  to  focus  on  patient  care. 
With  a  concern  for  Center  interfaces,  the  Administrator 
should  be  aware  of  day-to-day  Center  operations  and  de¬ 
cisions  made  by  the  supervisory  staff. 

2)  Responsibilities:  Under  the  general  direction  of  the 
Assistant  Director  for  Ambulatory  Care  Services,  the 
Administrator  is  responsible  for  the  following  functions 


in  a  Center ( s ) . 
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a)  Responsible  for  promoting  the  effective  interface 
between  Medical,  Nursing  and  support  services  within 
the  Center  and  between  the  Center  and  other  programs 
and  departments.  Provides  staff  support  to  the 
Management  Team. 

b)  Coordinates  the  process  of  planning,  implementation, 
and  evaluation  of  health  service  programs  delivered 
by  the  Center.  Performs  studies,  analyzes,  reports, 
and  recommends  to  the  Management  Team  adjustments  in 
the  program,  services,  organization,  staffing,  systems 
and  administrative  procedures.  This  will  include 
considerations  of  efficiency,  productivity,  and  cost 
of  services. 

c)  Monitors  programs  to  ensure  that  services  delivered 
to  patients  in  the  Center  meet  established  adminis¬ 
trative  standards,  and  where  they  do  not,  reports 
deficiencies  to  the  Management  Team. 

d)  Develops  with  management  team  input,  the  annual 
budget  for  Management  Team  approval  and  submission. 
Administers  budget,  reports  financial  performance 
against  budget  to  Management  Team.  Writes,  negotiates, 
and  monitors  service  contracts;  monitors  and  evaluates 
compliance  with  grants  and  contracts. 

e)  Administers  the  Center  accounting  system  to  maximize 
revenue,  collections,  and  third  party  reimbursement. 
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f)  Assures  compliance  with  merit  system  and  personnel 
policies  in  the  personnel  management  functions  of 
the  Center.  Initiates  or  reviews  all  personnel 
actions . 

g)  Acts  as  Cost  Center  Manager  for  the  Center.  Ensures 
implementation  of  Department  of  Health  Services 
Controller's  Office  policies  and  procedures.  Au¬ 
thorizes  all  expenditure  of  funds. 

h)  Responsible  for  the  Office  Management  function  of 
the  Center  as  established  by  the  Center's  organi¬ 
zational  structure. 

i)  Administers  the  Center's  physical  plant  to  include 
planning  services,  cleaning,  maintenance,  and  space 
allocation . 

j)  Responsible  for  ensuring  that  complaints  from  the 
patients,  staff,  and  the  general  public  are  inves¬ 
tigated  and  resolved.  Maintains  liaison  with  com¬ 
munity  agencies  and  organizations  and  provides  staff 
assistance  to  the  Center  Advisory  Board. 

k)  May  be  responsible  for  staff  functions  assigned  by 
the  Assistant  Director  in  the  areas  of  Departmental 
policy,  systems  development,  and  problem  solving. 

l)  Responsible  for  convening  all  regular  management 
team  meetings  as  scheduled  and  on  an  emergency  basis 
if  necessary. 
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m)  Responsible  for  preparing  meeting  agendas  with 

the  items  from  other  team  members  and  insuring  that 
the  minutes  are  taken  and  distributed  to  appropriate 
individuals . 

n)  Serves  as  a  monitor  for  the  implementation  of  actions 
agreed  to  by  the  Management  Team. 

o)  Responsible  for  maintaining  a  list  of  problems  dis¬ 
cussed,  to  whom  they  are  assigned  and  the  expected 
date  for  solution. 

c.  Nursing  Supervisor: 

The  Nursing  Supervisor  shares  the  center  management  role 
with  the  Clinical  Director  and  Administrator  who  together 
form  the  core  of  the  Center  Management  team.  The  Nursing 
Supervisor  is  responsible  for  coordination  of  day  to  day 
clinic  services,  the  provision  of  field  nursing  services, 
and  for  the  coordination  of  all  Center  Home  Health  Care 
functions  through  the  HHC  Nursing  Administrator.  The  Nursing 
Supervisor  is  responsible  to  the  Director  of  Nursing  on 
matters  of  County  wide  nursing  policy,  procedure,  protocol, 
audit  and  professional  education  and  development  of  the  nursing 
staff . 

1)  Specific  Areas  of  Responsibility: 

a)  Provide  direct  supervision  and  guidance  to  all  nursing 
service  personnel  functioning  in  the  Center. 

b)  Responsible  for  selection,  evaluation,  promotion, 
staffing,  orientation,  approval  of  scheduled  absences, 
and  termination  activities  of  nursing  personnel. 
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c)  Responsible  for  all  clinic  and  field  nursing  services 
provided  to  the  designated  Center  catchment  area  pop¬ 
ulation  which  includes  individuals,  families  and  in¬ 
stitutional  groups.  Determine  priorities  for  nursing 
services  based  on  local  needs  and  nursing  resources. 

d)  Provides  input  and  participates  in  the  review  of 
the  annual  Center  budget.  Participates  in  regular 
review  of  costs  and  cost  effectiveness  of  all  aspects 
of  the  Center . 

e)  Participates  in  continuous  review  of  Federal  and 
State  regulations  to  insure  local  applicable  require¬ 
ments  are  met  within  internal  and  external  audit 
standards . 

f)  Serve  as  leader  and/or  active  member  of  various  commit¬ 
tees  or  groups. 

g)  Screen  nursing  requests  from  the  public  and  other 
community  agencies  and  refer  or  assign  to  appropriate 
staff  or  recommend  other  resources. 

h)  Responsible  for  coordinating  and  planning  with 
collegiate  instructors  relative  to  learning  experiences 
provided  for  nursing  students. 

i)  Participates  in  maintaining  liaison  with  community 
organizations  and  in  evaluating  whether  services  are 
appropriate  to  the  needs  of  the  community. 

j)  Promote  staff  development  by  arranging  and  coordinating 
inservice  education  programs  for  all  nursing  personnel. 
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k)  In  conjunction  with  the  Director  of  Nursing, 
develops  and  implements  a  quality  assurance 
program  which  includes  the  development  of  cri¬ 
teria  for  quality  of  nursing  care  and  a  quality¬ 
measuring  instrument,  focusing  upon  significant 
aspects  of  nursing  care,  assuring  that  corrective 
or  improvement  actions  will  be  implemented  if 
necessary  in  order  to  maintain  and  improve  the 
quality  of  care  provided, 
d.  Other  Roles: 

There  are  other  "advocacy  roles"  which  should  be  spe¬ 
cifically  designated  in  each  Center  to  provide  an  internal 
resource  for  expertise,  to  assure  representation  of  a  spe¬ 
cific  interest  or  approach,  and  to  provide  a  communication 
link.  These  advocacy  roles  can  be  divided  into  conceptual 
advocacy  roles  and  programmatic  advocacy  roles.  They  may 
be  assumed  by  team  members  or  by  other  staff  who  may  report 
to  the  team. 

1)  Conceptual  Advocacy  Roles: 

a)  Patient  Care:  accessibility,  acceptability,  appro¬ 
priate  to  patient  needs,  continuity,  responsibilities 
of  patient  and  provider. 

b)  Community  Care:  community  characteristics,  cultural 
definition,  health  needs,  alternate  health  resources, 
inter-agency  referrals  and  coordination. 
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c)  Center  Effectiveness:  objectives,  planning,  eval¬ 
uation,  cost  factors,  productivity,  responsiveness. 
2)  Program  Advocacy  Roles: 

a)  Home  Health  Care  (by  definition  must  be  Nursing 
Supervisor) 

b)  Long  Term  Care 

c)  Communicable  Disease  (community  and  individual 
centered) 

i.  Tuberculosis 

ii.  Venereal  Disease 

iii.  Immunization 

d)  Maternal  and  Child  Health  (community  and  individual 
centered) 

i.  Prenatal  Care  (MIC) 

ii.  Child  Health 

iii.  Family  Planning 

iv.  School  Health 

e)  Behavioral  Health 

i.  Mental  Health 

ii.  Alcoholism 

iii.  Drug  Abuse 

f)  Education 

i.  Staff  Development 

ii.  Professional  Education 

iii . 


Patient  Education 
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6.  MEETINGS : 

a.  The  team  shall  meet  at  least  twice  monthly.  Days  and  times 
shall  be  subject  to  team  concensus.  Emergency  meetings  may 
be  called  at  the  discretion  of  the  membership. 

b.  The  meeting  shall  be  conducted  in  such  a  manner  that  all 
members  participate  as  peers  in  the  decision-making  process. 
Team  members  are  encouraged  to  freely  express  positions  and 
opinions.  Discussions  should  always  be  maintained  on  as 
objective  a  level  as  possible.  In  circumstances  where  a 
vote  is  indicated  to  arrive  at  a  decision,  a  majority  vote 
constitutes  a  binding  decision  for  team  actions.  Only 
designated  team  members  are  allowed  to  vote. 

7.  GUESTS : 

Individuals  other  than  team  members  may  participate  in  team 
meetings  in  a  non-voting  capacity.  Any  responsible  individual 
or  group  may  request  that  an  item  be  placed  on  the  agenda,  and 
that  an  individual  or  group  representative  may  participate 
when  the  item  is  discussed.  Some  individuals  other  than  team 
members  who  may  participate  in  team  meetings  include  the  Director 
or  his  representative,  Bureau  Chiefs,  Center  staff  members,  a 
representative  of  the  Center  consumer  advisory  group,  a  re¬ 
presentative  of  another  agency,  etc. 

8 .  MINUTES : 

Brief  minutes  of  each  meeting  which  indicate  the  substance  of 
proceedings  will  be  prepared.  A  copy  of  these  minutes  will  be 
forwarded  to  the  appropriate  Assistant  Director  for  review  by 
Assistant  Director  and  appropriate  Division  staff  and  response 


as  indicated. 
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9.  APPEAL : 

If  certain  specific  issues  or  the  process  in  general  is  causing 
the  team  to  experience  difficulty  in  decision  making,  the  team 
should  request  assistance  from  the  appropriate  Assistant  Director 
and/or  the  patient  care  leadership  team  through  the  appropriate 
Assistant  Director.  In  rare  instances  where  the  team  is  unable 
to  solve  Center  problems,  the  Assistant  Director  may  request  the 
Division  Director  to  appoint  a  special  team  or  individual  to  assume 
responsibility  and  authority  for  the  operation  of  the  Center. 


George  B.  Rowland,  M.  D. 
Director 

Division  of  Public  Health 
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MARICOPA  COUNTY  DIVISION  OF  PUBLIC  HEALTH 
PROGRAM  FOR  AMBULATORY  CARE 

Primary  Care  Management  System 

The  Primary  Care  system  includes  4  major  sub-functions : 

-  Primary  Care  (PC) 

-  Dental 

-  Extended  Care  (EC) 

-  Home  Health  Care  (HHC) 

For  the  Primary  Care  system,  work  was  begun  in  June,  1975  on 
an  integrated  financial  and  statistical  management  system. 

Rationale  For  The  System 

The  considerations  which  led  up  to  the  decision  to  make  the 
major  changes  in  the  management  system  are  as  follows: 

1.  The  need  to  extend  the  funding  base  available  to  the 
Division. 

With  the  slow  but  steady  decline  in  categorical  grant 
funds,  it  was  necessary  to  alter  our  system  to  be  able  to 
utilize  funds  available  from  other  sources  -  specifically: 

-  Third  party  payments  including  Medicare/Medicaid 

-  County  funds  for  indigent  sick 

-  Grants  related  to  health  services  delivery 

-  Grants  related  to  comprehensive  health  care 

2.  The  need  to  decrease  the  fragmentation  of  care  and  to 
increase  integration  with  hospital  services. 

In  order  to  be  effective,  medical  care  should  be  to  some 
extent  organized  and  understandable  to  the  patient.  It 
is  neither  cost  effective  nor  service  effective  to  offer 
a  single  service  to  a  patient  with  multiple  problems. 
Patients  should  be  offered  a  package  of  services  which  is 
available  and  should  not  be  subjected  to  multiple  and 
frequently  conflicting  elgibility  criteria  which  may 
eliminate  them  from  one  or  more  services.  In  order  to 
accomplish  this,  a  considerable  effort  must  be  made 
administratively  to  sort  out  the  funding  source  so  that 
the  patient  gets  the  service  and  understands  how  the  service 
will  be  paid  for  including  payments  by  the  patient  himself. 
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3.  The  need  to  be  more  responsive  to  concerns  of  funding 
sources  as  to  what  we  are  doing,  how  much  we  are  doing, 
and  how  much  it  is  costing. 

4.  The  need  to  assess  activities  based  on  their  relationship 
to  documented  problems. 

5.  The  need  to  blend  multiple  funding  sources  into  an 
integrated  delivery  model. 

These  basic  concerns  influenced  the  reorganization  of  the 
Division.  The  major  risks  inherant  in  the  current 
organizational  and  operational  patterns  are  as  follows: 

-  A  loss  of  emphasis  on  preventive  services. 

-  A  loss  of  identity  of  specific  programs. 

-  A  greatly  increased  complexity  of  relationships  with 

other  units  and  other  disciplines. 

The  basic  needs  of  the  new  organization  and  the  necessity  of 
monitering  and  decreasing  the  degree  to  which  the  risks  are 
realised  led  up  to  this  Primary  Care  Management  System. 

System  Components  -  See  attached  flow  sheet  for  interrelation¬ 
ships.  The  system  consists  of: 

1.  A  financial  registration  process,  utilizing  a  ledger  card, 
which  defines  the  patient’s  county  pay  status,  categorical 
grant  classification,  and  potential  billing  source. 

2.  A  data  collect  ion  system,  utilizing  4  types  of  encounter 
forms  and  3  discipline  logs,  which  collects  statistical 
and  billing  information  on  every  patient  encounter. 

3.  A  billing  system,  utilizing  a  manual  one-write  system,  by 
which  patient  bills  are  generated  monthly,  patient  accounts 
are  kept  on  ledger  cards,  and  a  monthly  management  report 
is  done. 

A  computerized  statistical  system  which  generates  manage¬ 
ment,  grant,  program,  and  discipline  reports. 


4. 
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Up  to  3  categories  of  patient  type  information  are  obtained: 


PATIENT 

TYPE 


Categorical 

Grant 


Billing 

Source 


County 
Pay  Status 


1  n  c  &  y 

2  D  MIC 

3  □  FP 


4  □  MIGRANT 

5  □  HEADSTART 


6  □  INSURANCE 

7  □  DIRECT  PAY 


B  L 1  MEDICARE!  MARICOPA 
9  □  MEDICAID  |  COUNTY 


10  □  ZERO  PAY 
I t  □  PART DAY 
12  □  FULL  PAY 


PC  X  X 

EC  Not  applicable  X 

HHC  Not  applicable  X 

Dental  X  To  be  implemented 

7/1/76 


X 

All  patients  are 
Zero  pay 
X 

To  be  implemented 
7/1/76 


Primary  Care  -  Information  is  collected  through  income 
screening  and  an  eligibility  interview,  if  needed.  See 
attached  registration  flow  sheet. 

Extended  Care,  Home  Health  Care  -  Information  has  been 
obtained  by  Maricopa  County  General  Hospital  before  discharge 
and  will  be  sent 'to  Primary  Care  Centers. 

Primary  Care,  Home  Health  Care,  Extended  Care  -  An  MCGH 
I.D.  card  with  a  county  pay  status  code  is  issued  to  every 
patient.  All  registration  data  is  recorded  on  a  ledger 
for  patients  whose  county  status  is  full  or  part  pay  and  for 
patients  who  have  private  insurance  or  Medicare.  Data  is 
recorded  in  the  medical  record  for  patients  whose  county 
status  is  zero  pay  and  who  do  not  have  insurnce  or  Medicare. 

Dental  Dental  financial  registration  is  scheduled  to  be 
implemented  in  July,  1976.  It  will  be  the  same  as  the 
primary  care  system. 

2.  DATA  COLLECTION  SYSTEM 


The  Primary  Care  data  collection  system,  implemented 
January  1,  1976  consists  of  encounter  forms  and  log  entries 
with  patient  identification  number  (Family  Member  Number- 
FMN)  on  each  entry.  See  attached  Encounter  Form 
instructions . 
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Four  types  of  encounter  forms  have  been  developed: 

Primary  Care 
Dental 

Extended  Care 
Home  Health  Care 

An  encounter  form  must  be  filled  out  for  each  patient  visit 
in  the  above  listed  areas  and  will  show  an  accumulation  of  service 
provided.  The  encounter  form  will  generate  a  patient  charge  as 
well  as  collect  statistical  data. 

Excluded  from  the  encounter  form  system  are: 

V.D.  Clinic 

Foreign  Travel  Immunization 
Screening  X-rays 

Immunizations  Only-  Use  immunization  tick  sheet 
Triage  Only 

Ob  ject ives 

The  objectives  of  the  encounter  forms  are  as  follows: 

1.  To  provide  a  uniform  data  set  on  all  encounters. 

2.  To  provide  a  data  set  which  will  meet  reporting  require¬ 
ments  of  special  programs. 

3.  To  provide  data  set  which  will  allow  collection  of 
management  information. 

4  To  provide  data  for  purposes  of  billing. 

5.  To  provide  data  to  assist  in  refining  cost  accounting. 

Background 

The  development  of  programs  within  the  Division  of  Public 
Health  has  been  one  of  categorical  program  development  - 
each  with  unique  program  reporting  and  monitoring  systems. 

The  introduction  of  primary  care,  the  efforts  to  integrate 
care,  the  increasing  emphasis  on  costing,  billing,  and 
evaluation,  and  the  necessity  of  developing  more  sophisti¬ 
cated  management  systems,  all  dictated  that  uniform  data  be 
collected.  The  uniform  data  collection  instrument:  will 
replace  several  existing  documents  which  are  used  for  data 
input,  and  will  result  in  the  revision  of  output  documents. 
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This  encounter  form  will  replace  or  change  the  useage  of 
the  following  documents  currently  in  use. 

Forms  replaced  by  encounter  forms: 

1.  Family  planning  patient  data  form  (FP-1A). 

2.  Out  patient  registration  from  (GE:26). 

3.  Out  patient  check  clinic  form  (DC-6). 

4.  Child  &  Youth  statistical  sheet. 

5.  Immunization  form  if  patient  has  medical  record. 

Forms  changed  by  encounter  forms : 

1.  Social  worker  daily  activity  log  (SS  8). 

2.  Nutritionist  daily  activity  log  (NU  90). 

3.  Nursing  daily  activity  record  (PHN:11). 

The  logs  by  disciplinary  areas  will  continued  to  be  used,  with 
definitions  revised  to  match  encounter  forms,  for  services 
where  an  encounter  form  is  not  generated  and/ or  direct  patient 
service  is  not  given. 

An  encounter  form  for  social  services,  nutrition  services,  or 
nursing  services  will  be  filled  out  when  direct  patient  service 
is  provided  in  a  Primary  Care  Center, in  an  extended  care 
facility,  or  to  a  Home  Health  Care  patient. 

A  log  for  social  services,  nutrition  services,  or  nursing 
services  will  be  filled  out  when  a  patient  encounter  does  not 
occur  (telephone  call,  case  consultation)  or  a  patient  encounter 
occurs  in  the  field  and  is  other  than  Extended  Care  or  Home 
Health  Care. 

Instructions  &  Definitions 


The  encounter  form  is  divided  into  5  major  categories: 

I.  The  identifying  data  section  provides  information  on 
when,  where,  and  to  whom  service  is  delivered. 

II.  The  patient  type  section  provides  data  on  categorical 
grants  and  billing  source. 

III.  The  visit  category  section(s)  provide  statistical  data 

IV.  The  services  section  provides  billing  data. 

V.  Supplemental  statistical  data  (for  Title  V,  Maternal  & 
Child  Health  Report,  and  Family  Planning)  is  on  the 
reverse  side  of  the  Primary  Care  Encounter  Form. 

VI.  Home  Health  Care 
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The  billing  system  will  be  a  one-write  system.  Until 
Medicaid  is  operational,  the  one-write  system  will  be 
used  only  for  patients  where  a  bill  must  be  generated, 
as  follows: 

-The  one  -  write  system  will  not  be  used  for  any  county 
status-zero  pay  patient,  unless  there  is  a  billing 
source . 

-The  one  -  write  system  will  be  used  for  every  patient 
whose  county  status  is  part  or  full  pay  and  for  every 
patient  who  has  a  billing  source,  i.e.,  private 
insurance.  Medicare,  or  direct  pay. 

The  One  -  Write  System 


The  accounts  receivable  system  in  a  professional  office  is 
a  method  of  documenting  each  financial  transaction  that 
relates  to  the  delivery  of  care.  It  documents  patient 
registration  data,  records  fees  for  services  rendered,  and 
provides  for  the  proper  posting  of  revenues  collected. 

As  a  product  of  the  accounts  receivable  system  a  variety 
of  encounter  information  is  tabulated.  Also,  the 
necessary  data  is  generated  for  the  billing  of  private 
patients  as  well  as  third  parties.  The  accounts  receivable 
system  also  feeds  information  to  the  monthly  Internal 
Management  Report . 

Because  of  its  importance  to  financial  management  and 
because  each  financial  transaction  flows  through  the 
system,  it  is  important  that  the  system  in  use  be  con¬ 
venient,  concise,  and  efficient.  It  is  also  necessary  that 
the  individual  responsible  for  using  the  system  be  well 
trained  and  thoroughly  conversant  with  its  use,  and  with 
the  importance  of  accuracy  in  posting  the  daily 
transactions . 

The  Primary  Care  Center  accounts  receivable  system  is 
designed  specifically  with  these  unique  requirements  in 
mind.  It  is  a  "peg-board,"  one-write 

system  designed  to  reduce  errors  through  the  simultaneous 
posting  of  several  documents. 


Components  of  the  System 
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While  general  instructions  for  use  of  the  system  and  the 
arrangement  of  its  components  will  be  provided  by  the 
manufacturer,  the  system  has  four  basic  components. 

The  Charge  Slip:  While  we  will  refer  to  it  as  a  charge 
slip,  it  normally  performs  two  functions — it  serves  as  a 
bill  for  a  balance  due  and  a  receipt  for  any  payment 
made . 

The  Ledger  Card;  The  complete  and  permanent  record  of  all 
services,  charges,  payments  and  adjustments  is  the  family 
Ledger  Card.  A  ledger  card  shoud  be  maintained  in  the 
name  of  the  responsible  party,  and  all  charges  billable  to 
the  party  are  posted  to  it.  In  addition,  the  ledger  card 
can  contain  such  permanent  master  record  information  as 
other  family  members,  birth  dates,  insurance  coverage, 
and  credit  information.  The  family  Ledger  Card  is 
maintained  in  a  alphabetic  file  tray  close  at  hand  to  the 
receptionist /cashier .  The  Ledger  Card  also  serves  as  an 
addressing  master  from  which  to  transfer  the  billing  name 
and  address  onto  the  monthly  Statement. 

Statement  of  Account:  The  Statement  of  Account  contains 
the  same  financial  information  as  the  Ledger  Card,  because 
the  two  are  posted  simultaneously.  The  difference  is  that 
the  Statement  contains  only  those  transactions  which 
have  occurred  since  the  previous  Statement  was  mailed,  and 
it  contains  none  of  the  master  record  information  recorded 
on  the  Ledger  Card.  Also,  the  Statement  top  is  perforated 
for  return  with  remittance  to  assure  positive 
identification. 

The  Daily  Log:  The  daily  log  is  the  permanent  record  of, 
all  financial  transactions  associated  with  patient  services 
on  a  given  date.  A  new  Daily  Log  should  be  started  for 
each  date. 
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The  Primary  Care  statistical  system  is  a  computerized 
encounter  file  on  each  patient  encounter,  generated  from 
encounter  forms  and  log  entries.  The  8  digit  Family  Member 
Number  (FMN)  identifies  each  patient  uniquely  and  links 
services  for  an  individual  patient.  One  time  visits  have  a 
00-00-00-00  FMN. 

Data  output  falls  -into  4  major  categories: 

-  Categorical  grant  reports  which  meet  the  statistical 
requirements  of  State  &  Federal  grant  agencies.  Reports 
include:  Title  V.  (Family  Planning,  Maternal  &  Infant 
Care,  Children  &  Youth),  314e,  Migrant,  VD,  TB,  and 
Immunization.  EPSDT  and  Headstart  will  be  added  in  the 
future . 

-  Discipline  reports  which  provide  internal  management  data 
for  the  nutrition,  nursing,  and  social  services  disciplines. 

-  Program  reports  which  provide  internal  management  date  for 
the  program  areas  of:  Family  Planning,  Maternal  and  Child 
Health  and  Dental. 

-  Primary  Care  Cehter  management  reports  which  provide 
internal  management  data  for  an  individual  primary  care 
operation.  Reports  include: 

Table  1  -  Visit  category  by  patient  type  and  provider 
generated  for  new  patients,  total  patients,  total  visits 
by  each  type  of  Encounter  Form. 

Table  2  -  Relative  Value  Report:  Service  by  patient  type, 
provider,  and  visit  category  by  each  type  of  Encounter 
Form. 

Table  3  -  Charge  &  Fee  Data. 

5.  MANAGEMENT  INFORMATION  SYSTEM 

The  integrated  Primary  Care  Center  management  system  is 
dependent  on: 

-  Computerize  output  from  the  statistical  system. 

-  Hand  tabulated  output  from  the  billing  system 

-  Hand  tabulated  output  from  the  sub- functions  of  pharmacy 
and  laboratory. 
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-  Computerized  financial  output  from  the  cost/budget  system 
in  the  form  of  expenditure  reports. 

-  Special  data  collected  through  sampling. 

All  of  the  above  data  is  merged  into  a  budget  and  expenditure 
format  for  ongoing  site  management  in  total  and  by  sub¬ 
functions.  (See  attached.) 


PRIMARY  CARE  MANAGEMENT  MATRIX 
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H  NO 


PREGNANCY  HISTORY:  NUMBER  OF  LIVE  BIRTHS 
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PHYSICAL 


1  □  OB 


MEDICAL 

VISIT 
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□  WELL  BABY 

□  2  -  6  YR.  CHILD 
C  FP 
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3  □  BUN 

8745 
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9  □  SED  RATE 
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MARICOPA  COUNTY  GENERAL  HOSPITAL  /  MARICOPA  COUNTY  HEALTH  DEPARTMENT 

2601  East  Roosevelt,  Phoenix,  Arizona  35008  /  Phone  267-501 1 


December  17,  1976 


Mr.  James  Beutler ,  Controller 
Department  of  Health  Services 
2500  East  Van  Bur an 
Phoenix,  Arizona  85008 


Dear  Mr.  Beutler: 

Attached  is  the  Maricopa  County  Department  of  Health  Services  Cost 
Allocation  for  Fiscal  Year  1975-1976.  This  covers  Schedules  A 
through  E  which  are  reflected  on  the  attached  cover  sheet,  as  well 
as  the  Schedules  themselves. 

For  information  purposes,  this  costing,  because  of  its  requirements, 
may  vary  frcm  other  costings  we  do  for  rate  review  or  Medicaid  cost 
studies.  Medicare  cost  reporting  or  other  cost  reports  required  by 
grants.  As  an  example,  in  our  Rate  Applications,  Social  Service 
and  Nutrition  costs  are  excluded,  whereas  in  this  costing  they  are 
reflected  in  the  cost  distribution.  As  stated,  this  information  is 
being  provided  so  that  when  other  comparisons  are  made  with  any  other 
costings  prepared  by  this  office  for  other  purposes,  this  will  be  taken 
into  consideration. 

If  you  have  any  questions  regarding  this  allocation,  please  feel  free 
to  contact  me. 

Sincerely, 


Harold  L.  Prink 

Health  Services  Controller 


HLP/mc 


cc:  Dr.  Rowland  -  Director,  Department  of  Health  Services 

Beverly  Etchells  -  Acting  Bud. et  &  Reporting  Officer 

Attachments 


Schedule 


STATE  HEALTH  DEPARTMENT  PEPORT 


Grouping  Schedule  frcm  Cost 
Center  Expense  Report  7/1/75- 
6/30/76 


B  Trial  balance  and  adjustment 

and  reclassifications  (Include 
all  of  Fund  201  then  backed  out 
Hospital  portion) 


C  Stepdown 


D  Statistical  Basis 


E  Cost  Distribution 


HEALTH  SERVICES'  DIVISION 
GROUPED  SCHEDULE 


Schedule  "A1 


AMOUNT 

Personal  Services  TOTAL 


DESCRIPTION 

Services 

&  Supplies 

Personnel  &  Employee  Benefits 

57,317 

8,085 

65,402 

Public  Health  Administration 

Public  Health  Administration 

371,415 

57,835 

429,250 

Public  Information 

15,367 

4,314 

19,681 

Controller's  Office 

93,382 

1,724 

95,106 

Eligibility 

538 

538 

Business  Office 

15,134 

446 

15,580 

Data  Processing 

53,184 

53,184 

495,298 

118,041 

613,339 

General  Services 

92,821 

422,977 

515,798 

Materials  Management 

35,508 

35,508 

Vital  Statistics  Administration 

38,628 

2,887 

41,515 

Other  Statistics 

158,926 

59,587 

218,513 

Ambulatory  Care  Administration 

130,848 

15,505 

146,353 

CcrniLinity  Health  Administration 

70,622 

2,203 

72,825 

Nutrition  Administration 

16,765 

1,394 

18,159 

Maternal  &  Child  Health  Admin. 

43,038 

1,786 

44,824 

Human  Reproduction  Administration 

59,080 

970 

60,050 

Disease  Control  Administration 

47,993 

161 

48,154 

Central  Supply 

8,616 

2,417 

11,033 

Clinics: 

Juvenile 

72,513 

2,064 

74,577 

South  Central 

346,004 

117,214 

463,218 

St.  Martin 

7,779 

1,540 

9,319 

16  th  Street 

293,875 

71,311 

365,186 

1st  Avenue 

293,473 

64,810 

358,283 

Coffelt 

15,626 

16,290 

31,916 

Avondale 

299,377 

37,865 

337,242 

3uck.sT  70 

41,213 

25,922 

67,135 

Gila  Bend 

4,489 

8,682 

13,171 

Tolleson 

22,984 

10,456 

33,440 

Glendale 

315,577 

91,802 

407,379 

El  Mirage 

177,566 

71,655 

249,221 

Agiula . 

1,250 

2,259 

3,509 

Nickehburg 

1,814 

11,620 

13,434 

Wittran 

1,860 

3,665 

5,525 

Mesa 

365,690 

88,353 

454,043 

Temoe-Esdante 

15,650 

4.182 

19,832 

Chandler 

132,751 

30,015 

162,766 

Guadalupe 

61,077 

20.769 

81,846 

So.  Phoenix  Med.  Center 

23 

18,068 

18,091 

ASU  College  of  Nursing 

1,945 

1,945 

Schedule  "A" 


AMOUNT 


T^SCPTPTION 

Personal 

Services 

Services 
&  Supplies 

TOTAL 

01  nr  cs : 

1325  Clinics 

444,355 

75,071 

519,426 

Surry slope 

16,110 

3,794 

19,904 

Vista  Dei  Cam 

1,435 

1,598 

3,033 

Terrcs  Free  Clinic 

175 

175 

2,932,491 

787,525 

3,720,016 

Pharmacy: 

South  Central 

18,109 

76,006 

94,115 

16th  Street 

20,162 

51,997 

72,159 

1st  Avenue 

21,615 

40,530 

62,145 

Avondale 

10,238 

39,631 

49,869 

Glendale 

20,242 

75,778 

96,020 

El  Mirage 

946 

30,444 

31,390 

Mesa 

10,535 

77,562 

88,097 

Chandler 

10,160 

15,898 

26,053 

1325 

16,605 

67,876 

84,481 

128,612 

475,722 

604,334 

X-?ay : 

South  Central 

15th  Street 

1st  Avenue 

9,970 

1,111 

11,081 

Avondale 

Glendale 

El  Mirage 

2-fesa 

Chandler 

1325 

1,930 

1,930 

9,970 

3,041 

13,011 

lahcratcry : 

South  Central 

8,007 

2,132 

10,139 

16th  Street 

9,023 

2,043 

11,071 

1st  .Avenue 

402 

453 

855 

-Avondale 

1,739 

1,739 

Q1  1 

16,417 

1,971 

18,388 

El  Mirage 

847 

19 

866 

Mesa 

7,122 

2,425 

9,547 

Chandler 

1,612 

4,434 

6,046 

1825 

1,177 

1,177 

Laboratory 

106,123 

25,049 

131,172 

149,553 

41,447 

191,000 

-2- 


Schedule  "A1 


AMOUNT 


DESCRIPTION 

Personal 

Ser/ices 

Services 
&  Supplies 

TOTAL 

Exceeded  Care: 

South  Central 

23,381 

124 

23,505 

15th  Street 

9,075 

2,300 

11,375 

1st  Avenue 

4,391 

2,825 

7,216 

G2  er.dale 

16,476 

224 

16,700 

El  Mirage 

1,620 

1,620 

Mesa 

35,021 

250 

35,271 

Chandler 

498 

498 

1325 

10,205 

1,249 

11,454 

100,667 

6,972 

107,639 

Head  S tart/Day  Care: 

South  Central 

3,671 

8,671 

16th  Street 

71 

71 

1st  Avenue 

16 

16 

Avondale 

810 

810 

Glendale 

451 

451 

El  Mirage 

Mesa 

955 

955 

Chandler 

1,292 

1,292 

1325 

229 

5 

234 

Head  Start 

61,128 

6,520 

67,648 

Day  Care 

13,813 

2,939 

16,757 

87,370 

9,535 

96,905 

Ccrrrnjnity  Health: 

South  Central 

6,228 

6,228 

15th  Street 

4,143 

4,148 

1st  Avenue 

2,180 

117 

2,297 

Avondale 

534 

534 

Glendale 

9,293 

9,293 

El  Mirage 

3,314 

140 

3,454 

Mesa 

4,463 

4,463 

Chandler 

2,118 

2,118 

1325 

66,038 

66,038 

93,316 

257 

98,573 

Here  Health  Care: 

Here  Health  Care 

47,223 

24,433 

71,661 

South  Central 

12,558 

312 

12,870 

16th  Street 

6,117 

6,117 

1st  A” /save 

15,924 

7 

15,931 

i  ’/C7"’  An?  Q 

4,620 

4,620 

Gi  oT'dal° 

15,525 

1,660 

17,135 

£1 

2,991 

363 

3,354 

Mss  S 

4,956 

4,956 

_ 


Schedule  "A1 


AMOUNT 


INSCRIPTION 

Personal 

Services 

Services 
&  Supplies 

TOTAL 

Here  Health  Care:  (Cont'd) 

Chandler 

3,420 

3,420 

1825 

42,299 

2,758 

45,057 

Administration 

155,633 

29,538 

185,171 

41,566 

1,888 

43,454 

1825 

38,863 

5,630 

44,493 

Head  Start 

60,410 

12,190 

72,600 

C  &  Y 

50,689 

3,646 

54,335 

Eastside 

23,172 

16,077 

39,249 

leap  I 

37,941 

3,899 

41,840 

lean  3 

290 

290 

Mi  grant 

43,441 

3,852 

47,293 

El  Mirage 

30,175 

5,241 

35,416 

M.I.C. 

52,660 

6,115 

58,775 

Juvenile 

12,952 

12,952 

378,917 

71,780 

450,697 

Vital  Registration 

40,024 

9,271 

49,295 

Ihvironrnental  Health 

Administration 

113,144 

2,711 

115,855 

Vet  Center 

645,220 

318,426 

963,646 

Animal  Control-Terrpe 

2,040 

2,040 

General  Sanitation 

777,932 

64,193 

842,125 

Vector  Control 

59,741 

16,800 

76,541 

Public  Health  Engineer 

189,422 

15,931 

205,353 

Air  Pollution 

317,029 

49,318 

366,347 

2,104,528 

467,379 

2,571,907 

V.I.C. 

187,478 

11,530 

199,008 

Since  1  Health 

22,051 

319 

22,370 

Eamilv  Planning 

92,631 

44,530 

137,161 

yj  T  Q 

210,802 

36,039 

246,841 

271,130 

61,979 

333,109 

Ver.eral  Disease 

138,217 

58,806 

197,023 

Communicable  Disease 

41 

567 

608 

Irrnuni  z  ation 

34,917 

11,890 

46,807 

Special  Influenza  Irrmun. 

2,153 

2,153 

Mar.  tal  He  alth : 

Mental  Health  Bureau 

304,775 

63,597 

368,372 

.'festside 

207,440 

31,654 

239,104 

County  Jail 

21,288 

21,288 

-4- 


Schedule  "A' 


DESCRIPTION 


AMOUNT 

Personal  Services 

Services  &  Supplies 


TOTAL 


Mental  Health:  (Cont ’ d ) 

Integrated  Alcoholism  Service  _ 

512/215 


9/155 

125,704 


9,155 

637/919 


TOTAL 


8,911,023  2,891,997 


11/803,020 
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